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This  is  a companion  work  to  the  “ Essentials  of  Obstetrics.” 
The  method  is  the  same — condensation  without  the  omission 
of  essential  details ; and  the  purpose  is  the  same — the 
simplification  of  the  teaching  of  the  subject.  I endeavour  to 
present  to  the  reader  the  essentials  of  G-ynecology,  so  far  as 
these  can  be  set  forth  in  print,  without  the  aid  of  demon- 
stration by  specimens,  models,  diagrams,  and  photographs, 
such  as  is  given  in  and  belongs  to  the  Lecture  Eoom. 

To  the  students  attending  my  lectures  on  Gynecology 
and  on  Gynecological  Operations,  I trust  the  book  will  be  a 
help.  Letters  which  I have  received  from  other  lecturers  in 
this  country  and  America  tell  me  that  the  “ Essentials  of 
Obstetrics  ” has  been  of  use  to  them ; I can  wish  no  better 
fate  for  the  “ Essentials  of  Gynecology  ” than  to  be  similarly 
useful. 
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ESSENTIALS  OF  GYNECOLOGY 


PRELIMINARY  CONSIDERATIONS 


Definition  ; Gynecology  is  the  department  of  medical 
science  dealing  with  the  functions  and  diseases  peculiar  to 
women,  the  physiology  and  pathology  of  the  non-pregnant 
state ; gynecologist  or  gynecic  physician  and  surgeon,  the 
specialist  in  gynecology. 

Deeivation  ; Gr.  <yw'^,  woman ; A0709,  discourse : the 
special  sense  is  as  above  defined,  but  the  term  has  been  used 
as  meaning  the  science  of  all  matters  pertaining  to  women, 
including  childbirth. 

Synonyms  : Diseases  of  Women  (Fr.  Maladies  des 
femmes ; Germ.  Frauenkrankheiten) ; Diseases  of  the  Female 
Genitals. 

Place  of  Gynecology:  (1)  in  the  curriculum:  a final 
subject,  usually  studied  along  with  Obstetrics,  but  is  occasion- 
ally treated  as  a separate  course ; is  very  closely  related  to 
Surgery : (2)  in  practice : Major  Gynecology  (the  surgical 

treatment  of  diseases  dangerous  to  life  or  causing  profound 
suffering  by  operations  having  a mortality  of  less  than  10 
per  cent.)  is  in  the  hands  of  the  specialist,  who  is  more 
often  a surgeon  than  a physician ; Minor  Gynecology  (which 
ought  to  have  no  mortality),  on  the  other  hand,  is  largely 
the  business  of  the  general  practitioner. 
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Opportunities  of  Study:  (1)  theoretically,  by  Lectures, 
illustrated  by  Diagrams,  Models,  Specimens,  and  with  Text- 
Book  ; (2)  practically,  in  Tutorial  Class,  with  Phantom, 
Models,  and  Instruments ; (3)  clinically,  at  Gynecological 
Hospital,  or  in  Gynecological  Wards  of  General  Hospital,  or 
in  Dispensaries  (Special  or  General). 

Note. — Gynecology  is  not  a difficult  specialty  to  learn, 
but  it  is  difficult  to  obtain  opportunities  for  learn- 
ing it. 

Historical  Sketch  : (I)  Two  Stages : (A)  Ancient 
Gynecology,  from  Hippocratic  times  (or  even  from  the 
early  Egyptian  epoch)  to  the  close  of  the  eighteenth 
century : practice  largely  in  the  hands  of  women,  who  were 
generally  midwives,  and  occasionally  physicians  (e.g.  Trotula 
de  Euggieri,  and  others  at  Salerno) ; men,  however,  generally 
wrote  on  the  subject  (e.g.  Hippocrates,  Aristotle,  Soranus  of 
Ephesus,  Aetius,  Paul  of  ^gina,  Albucasis,  Serapion,  Caspar 
Wolf  (Ziirich),  Caspar  Bauhin,  Eodericus  a Castro,  Mercado, 
J.  Primerose,  J.  Astruc,  Maubray,  Leake,  Culpeper) ; began  to 
be  studied  as  a special  subject  in  end  of  sixteenth  century, 
but  not  an  independent  specialty  till  middle  of  nineteenth ; 
fairly  good  knowledge  of  symptomatology  (e.g.  menstruation 
was  distinguished  from  metrorrhagia),  but  anatomy  of  organs 
imperfectly  known  (uterus  not  always  distinguished  from 
vagina),  and  physical  diagnosis  limited  to  use  of  vaginal 
specula  (uterine  sound  was  perhaps  known,  but  was  forgotten 
again)  ; Plato  and  the  Arabians  held  curious  views  about  the 
uterus  wanaering  about  in  the  body  (like  a wild  beast)  and 
being  capable  of  being  enticed  into  the  vagina ; vaginal 
fumigation  was  used  as  a test  of  fecundation.  (A)  Modern 
Gynecology,  from  1801  to  the  present  time : practice  mostly 
in  the  hands  of  men,  physicians  or  surgeons  or  specialists, 
who  also  wrote  almost  all  the  books  on  the  subject  (e.g. 
Blundell,  Burns,  Dewees,  A.  Hamilton,  Cams,  Capuron, 
Hodge,  Kiwisch,  Lee,  Meigs,  Eigby,  Scanzoni,  J.  Y.  Simpson, 
Matthews  Duncan,  Barnes,  Beigel,  Bernutz  and  Goupil, 
Braun,  Baker  Brown,  Emmet,  Hegar,  P.  Muller,  Mundd, 
Schroeder,  Thomas,  Lawson  Tait,  Fritsch,  Spencer  Wells, 
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Winckel,  Pozzi,  Hart  and  Barbour,  etc.  etc.);  established 
firmly  as  a specialty  from  middle  of  nineteenth  century 
(London  Hospital  for  Women  was  founded  in  1842,  J.  Y. 
Simpson  was  Professor  in  Edinburgh  from  1840  to  1870). 


(II)  Noteworthy  Advances  and  Dates:  the  most  note- 
worthy advances  have  been  those  in  diagnosis  and  operative 
treatment : (1)  Performance  of  Ovariotomy  by  Ephraim 

M'Dowell,  1809;  (2)  Eeinvention  of  Vaginal  Speculum 
by  Eecamier,  1816;  (3)  Invention  of  Scientific  Pessary 
by  Hodge,  1830;  (4)  Clay  of  Manchester,  improved 
Ovariotomy,  1842 ; (5)  Invention  of  Uterine  Sound  by 
J.  Y.  Simpson,  1843 ; (6)  Invention  of  Uterine  Curette 
by  Eecamier,  1850;  (7)  Yolsella  in  use  among  French 
Surgeons,  1850;  (8)  Discovery  of  effect  of  Genu-Pectoral 
Position  and  Invention  of  Spatular  Speculum  by  Marion  Sims 
(“Father  of  American  Gynecology ”)  in  1852;  (9)  Opening 
of  Woman’s  Hospital  in  Hew  York  in  1855;  (10)  Spencer 
Wells  began  series  of  Ovariotomies,  1858;  (11)  Thomas 
Keith  began  his  Ovariotomies,  1862;  (12)  Emmet  devised 
operation  for  Cervical  Lacerations  in  1869  ; (13)  Oophorec- 
tomy performed  by  Hegar  and  Battey  in  1872  ; (14)  Forma- 
tion of  American  Gynecological  Society  in  1876;  (15) 
Electrical  Treatment  of  Fibroids  by  Apostoli  in  1887  ; (16) 
Improvement  in  Technique  of  Hysterectomy  for  Fibroids  and 
Malignant  Disease  of  Uterus. 


OEDEE  OF  STUDY. 

I.  Gynecological  Anatomy  and  Physiology. 

A.  Anatomy  of  the  Genital  Okgans. 

B.  Anatomy  of  the  Neighbouring  Organs  and 

Pelvic  Floor. 

C.  Physiology  of  Menstruation,  Ovulation,  and 

Impregnation. 
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II.  Gynecological  Diagnosis  (with  Case  - Taking 

Scheme). 

A.  Symptomatology. 

B.  Physical  Examination. 

III.  Gynecological  Diseases. 

A.  Inflammations  and  Infections. 

B.  Neoplasms. 

C.  Displacements. 

D.  Tkaumatic  States  and  PtEsuLTs. 

E.  Malfokmations. 

F.  Hypertrophic  and  Atrophic  States. 

G.  Extra-Uterine  Pregnancy  and  HiEMATocELE. 

H.  Menstrual  Anomalies. 

I.  Sterility. 

J.  Nervous  Affections. 

IV.  Gynecological  Therapeutics. 

A.  Minor  Gynecological  Procedures. 

B.  Major  Gynecological  Operations. 
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I 

GYNECOLOGICAL  ANATOMY  AND 
PHYSIOLOGY 

A.  THE  ANATOMY  OF  THE  FEMALE  REPRO- 
DUCTIVE ORGANS. 

These  consist  of  (a)  internal  organs  (ovaries,  tubes, 
parovaria,  uterus),  (b)  intermediate  organ  (vagina),  and  (c) 
external  parts  (vulva)  and  mammary  glands. 

I.  OVAHIUS. 

(1)  Definition  : two  glandular  bodies,  lying  one  on  each 
side  of  uterus,  performing  the  function  of  ovulation,  and 
probably  influencing  menstruation  and  supplying  an  internal 
secretion. 

(2)  Position  : level  of  pelvic  brim,  attached  to  posterior 
surface  of  broad  ligament  of  uterus  by  its  (the  ovary’s) 
anterior  margin,  with  its  long  axis  varying  in  its  direction 
according  to  the  state  of  the  neighbouring  viscera  (sometimes 
nearly  vertical ; sometimes  running  outwards  and  forwards). 

(3)  Form  : ovoid  or  almond-shaped. 

(4)  Parts  ; each  has,  therefore,  (a)  two  surfaces — anterior 
(inner),  and  posterior  (outer),  the  latter  being  much  more 
convex ; (&)  two  ends — inner,  lower,  or  uterine  pole,  fastened 
to  angle  of  uterus  by  round  cord,  the  ovarian  ligament ; 
outer,  upper,  or  tubal  pole,  much  broader  than  the  inner, 
attached  to  Fallopian  tube  by  pen-shaped  or  ovarian  fimbria, 
and  to  pelvic  wall  by  the  infundibulo-pelvic  ligament ; (c) 
two  margins  or  edges — anterior,  fiat,  attached  (to  posterior 
surface  of  broad  ligament),  at  place  called  the  hilum ; 
posterior,  strongly  convex,  and  free. 
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(5)  Dimensions  : each  ovary  measures  3 cm.  by  2 cm, 
by  1 cm.  (or,  roughly,  in.  by  1 in.  by  \ in.),  but  size  is 
larger  during  menstruation  and  in  pregnancy ; weighs  about 
100  grs.,  or  7 grms. 

(6)  Delations  : ovary  has  Fallopian  tube  above  it  and 
passing  round  its  outer  end  ; ovarian  shelf  (of  peritoneum) 
is  below  it,  making  shallow  “ ovarian  fossa  ” in  broad 
ligament ; the  broad  ligament  is  in  front  of  it,  but  ovary  is 
not  included  within  its  peritoneal  folds ; behind  the  left  ovary 
is  the  rectum. 

(7)  Structure  : (a)  macroscopic : (a)  a medulla  (paroo- 
phoron), vascular  in  nature,  at  hilum  and  in  centre  of  ovary ; 
(/3)  a cortex  (oophoron),  parenchymatous,  with  pits  (follicles)  : 
(&)  microscopic ; (a)  medulla,  loose  connective  tissue,  vessels 
(large  at  hilum),  unstriped  muscular  fibres,  tubular  relics 
(sexual  part  of  mesonephros) ; (^)  cortex  has  three  parts  or 
layers — (1)  outer  layer  of  columnar  cubical  epithelium  (germ- 
epithelium  of  Waldeyer),  continuous  at  hilum  with  peritoneal 
epithelium  of  broad  ligament  (“  white  line  ”) ; (2)  below  it  a 
layer  of  fibrous  connective  tissue  with  unstriped  muscular 
fibres  (tunica  albuginea),  not  constantly  found ; (3)  below  it 
(when  it  exists)  is  folliculiferous  or  ovarian  stroma  of  con- 
nective tissue  containing  Graafian  follicles  (ovisacs)  in  large 
numbers  (35,000  in  each  ovary  in  infant),  the  smaller  ones 
(x^o  in.  in  diameter)  near  the  surface  and  the  larger  in.) 
nearer  the  centre.  (For  structure  of  Graafian  follicle  and 
contained  ovum,  vide  Ovulation,  p.  33.) 

(8)  Vascular  and  Nervous  Supply:  (a)  arteries:  each 
ovary  receives  branch  from  ovarian  artery,  itself  a branch 
from  abdominal  aorta,  which  passes  between  layers  of  broad 
ligament,  and  enters  ovary  at  hilum ; (h)  veins : collection  of 
veins  at  the  hilum  (bulb  of  the  ovary),  communicate  with 
ovarian  (pampiniform,  butterfly-like)  plexus  between  folds  of 
broad  ligament,  and  end  in  ovarian  vein  (right  ovarian  vein 
has  valve,  and  opens  obliquely  into  vena  cava  inferior ; left 
has  no  valve,  and  opens  at  right  angle  into  left  renal  vein  ; 
anatomical  cause  of  frequency  of  congestion  of  left  ovary) ; (c) 
lymphatics  : vessels  pass  to  lumbar  glands  ; {d)  nerves : spinal 
and  sympathetic  twigs  from  inferior  hypogastric  plexus. 
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II.  Fallopian  Tubes. 

(1)  Definition:  two  tubes  (oviducts)  which  pass  out- 
wards from  upper  angles  of  uterus,  and  open  freely  into 
peritoneal  cavity,  having  function  of  transmitting  ova  down- 
wards, and  perhaps  forming  the  cavity  in  which  spermatozoon 
and  ovum  meet  in  impregnation. 

(2)  Position  : each  tube  lies  in  upper  part  of  middle 
fold  (mesosalpinx  or  ala  vespertilionis)  of  broad  ligament, 
about  the  level  of  the  pelvic  brim. 

(3)  Foem  : sinuous  tube  (like  shepherd’s  crook  in  direc- 
tion) of  unequal  calibre  throughout,  with  fringed  outer  (open) 
end. 

(4)  Parts  : {a)  isthmus,  narrow,  inner  end,  passes  through 
wall  of  uterus,  opening  into  cavity  by  fine  orifice  (ostium 
uterinum),  and  is  about  one-third  of  total  length  of  tube ; (&) 
ampulla,  middle  part,  wide  enough  for  passage  of  a sound, 
curved  or  serpentine ; (c)  infundibulum  or  pavilion,  outer 
end,  trumpet-shaped,  with  opening  (ostium  abdominale) 
surrounded  by  fringes  or  fimbriae  (three  to  five  primary,  and 
many  secondary  fimbriae). 

(5)  Dimensions:  length,  about  4 in.  (10  cm.),  right  tube 
being  usually  1 1 cm.  and  left  1 0 cm. ; diameter,  at  inner  end 
4 mm.,  in  ampulla  7 to  9 mm. 

(6)  Eelations  : lies  above  the  parovarium  and  ovary 
between  the  folds  of  the  broad  ligament  (in  the  mesosalpinx) ; 
opens  at  inner  end  into  the  uterine  cavity,  lined  with  a 
mucous  membrane,  and  at  the  outer  end  into  the  peritoneal 
cavity,  lined  with  a serous  membrane  (a  unique  arrangement)  ; 
one  of  the  fimbriie,  pen-shaped,  and  called  ovarian,  passes  to 
the  free  end  of  the  ovary,  and  forms  a channel  {vide  Ovula- 
tion, p.  34). 

(7)  Structure:  (a)  external,  serous  coat,  consisting  of 
the  peritoneum  of  the  mesosalpinx,  and  continuous  with 
serous  coat  of  uterus ; (h)  middle,  muscular  layer,  consisting 
of  outer  longitudinal  and  inner  circular  unstriped  fibres,  with 
sphincters  at  inner  (uterine  end)  and  at  outer  end  just 
internal  to  ostium  abdominale  (Ballantyne  and  J.  D. 
Williams) ; (c)  internal,  mucous  membrane,  thrown  into 
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folds  (simple  in  isthmus,  complicated  or  dendritic  in  ampulla, 
and  continuous  with  the  fimbriae  at  the  ostium  abdominale), 
covered  by  ciliated  columnar  epithelium,  resting  on  connective 
tissue ; the  folded  mucous  membrane  gives  the  appearance 
of  glands,  perhaps  even  constitutes  glands;  {T)  Hydatid  of 
Morgagni  is  a stalked  cyst  attached  to  outer  end  of  tube, 
present  in  about  8 per  cent,  of  adult  tubes,  in  2 0 per  cent,  of 
those  of  foetuses  and  infants ; is  distinguished  from  so-called 
hydatids  (pedunculated  cysts  arising  from  tubules  of  paro- 
varium) by  being  attached  to  a fimbria  or  to  tube  itself,  by 
having  a muscular  stalk,  by  being  lined  with  ciliated  columnar 
epithelium,  and  by  being  rarely  larger  than  a pea  or  a bean. 

(8)  Vasculak  and  Nervous  Supply  : same  as  of  Ovaries. 

III.  Parovaria. 

(1)  Definition:  two  structures,  one  in  each  broad  ligament, 
consisting  of  tubular  relics  of  the  mesonephros,  having  no 
known  function  in  the  adult,  but  often  giving  rise  to  cysts 
(parovarian). 

(2)  Synonyms  : Organ  of  Eosenmiiller;  epoophoron;  corpus 
conicum ; corpus  pampiniforme. 

(3)  Position  : each  parovarium  lies  between  the  layers 
of  the  mesosalpinx  of  the  broad  ligament,  often  being  attached 
to  the  anterior  layer,  below  the  Pallopian  tube  and  above  the 
ovary. 

(4)  Form  : trapezoid,  with  base  uppermost. 

(5)  Parts  : consists  of  (a)  a horizontal  duct,  representing 
the  upper  third  of  the  embryonic  Wolffian  duct,  sometimes 
traceable  inwards  towards  the  uterus  (as  Gartner’s  duct),  but 
usually  corresponding  in  length  to  the  parovarium  itself,  and 
often  having  at  its  outer  end  a sessile  or  pedunculated  cyst ; 
(h)  tubules  (fourteen  to  fifteen)  running  more  or  less  vertically 
downwards,  in  an  inner  group  (passing  to  hilum  of  ovary), 
and  an  outer  one  (curved  in  their  course,  ending  in  flask-like 
dilatations,  and  not  reaching  the  ovary,  named  “tubules  of 
Kobelt  ”) ; and  (c)  granular  areas. 

(6)  Dimensions  : transverse  measurement  at  base,  about 
1 in.  (2’5  cm.);  height,  about  1 in.  (2  to  3 cm.). 


GYNECOLOGICAL  ANATOMY  ANE  PHYSIOLOGY  ii 


(7)  Eelations  : Fallopian  tube  lies  above  it  and  ovary 
below  it ; it  is  between  the  anterior  and  posterior  layers  of 
the  mesosalpinx,  but  in  many  cases  the  curved  tubules  of  it 
are  enveloped  in  a free  fold  or  sac  of  the  anterior  layer. 

(8)  Structuee  : {a)  horizontal  duct  has  a distinct  lumen, 

wall  composed  of  fibrous  or  connective  tissue  (some  unstriped 
muscular  fibres),  lining  membrane  of  columnar  non-ciliated 
epithelium,  and  the  lumen  is  sometimes  blocked  with 
epithelial  ddbris ; (&)  vertical  tubides  have  rarely  a lumen,  have 
thin  walls  of  connective  tissue  (some  unstriped  muscular 
fibres),  and  are  lined  by  columnar  (rarely  ciliated)  epithelium 
near  upper  end  and  by  cubical  cells  near  ovary,  where  form 
rete  ovarii  or  pass  into  hilum ; the  curved  tubules,  have  a 
similar  structure,  but  their  lining  is  a low  cubical 
epithelium ; (c)  granular  areas,  lying  at  various  places  in  the 
inesosalpinx  and  even  between  the  tubules  of  the  parovarium, 
consist  of  fibro-cellular  and  fatty  tissue,  some  canaliculi 
blocked  with  epithelial  cells ; {d)  isolated  tubular  relics, 

between  parovarium  proper  and  the  uterus. 

(9)  Homologies  : the  embryonic  and  male  homologies  of 
the  various  parts  of  each  parovarium  are  probably  as  follow 
(Ballantyne  and  J.  D.  Williams) : — 


Fcetos. 

I.  Upper  part  of  Wolffian 
duct 


Adult  Female.  Adult  Male. 

/ 1.  Horizon  talduct  or  canal  = 1.  Canal  of  epidi- 
\ of  epoophoron  dymis  Testis. 


2. 


12. 


Sexual  part  of  mesono' 
phros 


3. 

4. 


(5. 


Efferent  canals  of=2.  Vasa  efferentia. 
epoophoron 

Tubular  network,  rete  = 3.  Rete  Testis, 
ovarii 

Medullary  cords  =4.  Tubuli  semini- 

feri  Testis. 

Isolated  tubular  relics =5.  Vas  aberrans 

Halleri. 


3.  Urinary  part  of  mesone-_  / 6.  Isolated  granular =6.  Organ  of  Gir- 

phros  “ \ areas  in  mesosalpinx  aldhs,  or  para- 

didymis of 
Waldeyer. 


IV.  Uterus. 

(1)  Definition:  thick-walled  muscular  organ,  with  a 
potential  cavity  which  becomes  actual  when  an  instrument 
{e.g.  sound  or  stem  pessary)  is  introduced  into  it,  which  lies 
in  the  middle  of  the  pelvis,  with  the  rectum  behind,  the 
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bladder  in  front,  the  small  intestines  above,  and  the  vagina 
below ; from  it  comes  the  menstrual  discharge,  and  in  it 
(during  pregnancy)  take  place  the  phenomena  of  embryonic 
and  fcetal  development  and  growth. 

(2)  Position  : lies  in  a position  of  ante  version,  with  slight 
anteflexion ; but  has  mobility,  its  position  varying  with 
degree  of  distension  of  bladder  and  rectum  ; the  neck  or  cervix 
looks  downwards  and  slightly  backwards,  and  the  body  or 
corpus  shows  slight  torsion,  the  right  upper  angle  being 
anterior  to  the  left. 

(3)  Form  : is  that  of  a cone,  with  its  base  (fundus  uteri) 
above  and  its  truncated  apex  (cervix  uteri)  below ; it  is 
flattened  from  before  backwards ; there  is  a slight  constriction 
(more  noticeable  on  posterior  surface)  where  the  body  passes 
into  the  cervix  (below  middle  third),  and  this  corresponds  to 
the  isthmus. 

(4)  Dimensions  and  Weight  : (a)  virginal  uterus  has 
length  of  3 in.  (7'5  cm.),  breadth  at  fundus  of  2 in.  (5  cm.), 
thickness  (antero-posterior)  of  1 in.  (2 ‘5  cm.),  and  capacity  of 
from  2 to  3 c.c. ; (&)  parous  uterus  has  all  its  dimensions 
slightly  increased ; (c)  length  of  uterine  cavity  (of  body  and 
cervix)  is  2|  in.  (6  cm.);  {d)  thickness  of  wall  is  about  ^ in. 
(1  cm.);  (e)  lueight,  about  1 oz.  (40  grins). 

(5)  Parts:  body  {corpus),  neck  {cervix),  and  (in  the 
pregnant  state)  an  intermediate  part  belonging  to  the  body, 
and  known  as  the  lower  uterine  segment ; the  last-named 
part  may  be  neglected  in  Gynecology. 

{a)  Corpus:  (1)  forms  three- fifths  of  whole  length  of 
adult  uterus ; (2)  has  triangular  (virgin)  or  slightly  globular 
(parous)  form ; (3)  has  anterior  (flatter)  and  posterior  (more 
convex)  surface ; two  lateral  borders,  to  which  broad  ligaments 
are  attached ; a superior  arched  border  or  fundus,  to  whose 
angles  the  Fallopian  tubes  {g.v.)  are  attached;  and  a lower 
end,  continuous  with  the  cervix  at  the  isthmus ; (4)  has  a 
cavity,  triangular  in  shape,  with  the  anterior  and  posterior 
walls  in  contact,  and  showing,  therefore,  in  sagittal  section, 
as  a slit. 

{b)  Cervix:  (1)  forms  two-fifths  of  uterus;  (2)  has  nearly 
cylindrical  shape ; (3)  has  cavity,  fusiform  or  spindle-shaped, 
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communicating  above  with  cavity  of  body  at  os  internum  and 
below  with  that  of  vagina  at  os  externum ; (4)  has  three 
'parts — (<z)  vaginal  portion,  surrounded  on  all  sides  by 
vaginal  cavity  ; (/3)  intermediaU  portion,  attached  to  posterior 
wall  of  bladder  anteriorly,  but  lying  free  in  vaginal  vault 
posteriorly ; and  (7)  a supravaginal  portion,  attached  to 
bladder  in  front  and  to  tissues  of  vaginal  roof  posteriorly, 
being  entirely  above  vaginal  vault,  and  coming  into  relation 
with  the  peritoneum  of  Douglas’  pouch  posteriorly ; (5)  has 
two  openings,  os  internum  uteri,  circular,  at  level  of  the 
isthmus ; and  os  externum  uteri  (os  tincae,  or  tench  mouth), 
transverse  (in  parous  cervix),  dividing  the  vaginal  portion  of 
cervix  into  two  lips  (anterior  and  posterior). 

(6)  Steucture  : three  layers  or  coats — serous,  muscular, 
mucous — from  without  inwards  (except  in  cervix), 

(A)  Macroscopic  Characters  : 

(a)  Serous  coat  (perimetrium)  is  part  of  the  pelvic 
peritoneum ; it  covers  the  anterior  surface  to  the  level  of 
the  isthmus,  where  it  is  reflected  on  to  the  bladder ; it 
clothes  the  whole  of  the  posterior  surface  of  the  body  and 
the  supravaginal  part  of  the  cervix  ; at  sides  the  anterior 
and  posterior  layers  meet  to  form  the  broad  ligaments  which 
pass  out  to  the  pelvic  walls;  at  the  fundus  the  anterior  and 
posterior  layers  are  continuous.  The  vaginal  portion  of 
the  cervix  has  a covering  of  vaginal  mucosa  instead  of 
peritoneum. 

(/3)  Muscular  coat  (mesometrium)  has  three  layers — (i) 
a subperitoneal  outer  thin  stratum  of  (mostly)  longitudinal 
fibres,  sending  prolongations  into  the  round,  broad,  utero- 
sacral  and  ovarian  ligaments,  and  into  the  tubes ; (ii)  a 
middle,  thick  layer  of  fibres  running  in  many  different 
directions ; and  (iii)  an  inner  layer  of  fibres,  some  running 
longitudinally,  and  others  placed  concentrically,  especially 
around  the  orifices  of  the  tubes,  the  os  internum,  and  the 
os  externum. 

(7)  Mucous  coat  (endometrium)  has  a smooth  surface 
in  the  body,  but  is  thrown  into  ridges  (palmte  plicatas) 
constituting  the  arbor  vitce  in  the  cervix ; it  is  a reddish 
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grey  layer,  from  1 to  3 mm.  in  thickness  (thicker  in  cervix 
than  in  body). 

(B)  Microscopic  Characters: 

(a)  Perimetrium  consists  of  endothelial  cells  lying  on 
fine  connective  tissue ; does  not  exist  on  vaginal  portion 
of  the  cervix,  where  its  place  is  taken  by  the  flattened 
epithelium  of  the  vaginal  mucosa. 

(/S)  Mesometrium  consists  of  unstriped  muscular  fibres, 
some  branched,  with  long  nuclei,  and  a fine  matrix  of 
connective  tissue. 

(7)  Endometrium  differs  in  corpus  and  cervix — (i)  in  the 
corpus  uteri  it  consists  of  a loose  plexus  of  embryonic 
connective  tissue,  lymphoid  in  appearance;  on  its  surface 
is  a layer  of  ciliated  columnar  epithelium ; from  its  surface 
the  uterine  or  utricular  glands,  tubular  in  character,  lined  by 
columnar  epithelium,  pass  downwards  to  the  mesometrium 
(which  some  of  them  penetrate),  bifurcating  sometimes  at 
their  lower  ends  but  not  branching  elsewhere;  (ii)  in  the 
cervix  uteri  it  consists  of  firmer  connective  tissue,  covered 
by  a layer  of  columnar  epithelium,  ciliated  on  the  ridges 
(plicse),  and  possessing  glands  of  the  racemose  type  lined 
with  columnar  or  cubical  epithelium ; at  the  level  of  the 
os  externum  the  single  layer  of  columnar  epithelium  of  the 
cervical  canal  stops,  and  the  flattened  squamous  epithelium 
of  the  vagina  begins ; it  is  said  there  are  no  glands  on  the 
vaginal  aspect  of  the  cervix,  and  the  so-called  Ovula 
Nabothi  are  retention-cysts  in  the  glands  of  the  mucosa 
of  the  cervical  canal. 

(C)  Parametrium  is  the  name  given  to  the  loose  connective 
tissue  existing  between  the  supravaginal  and  intermediate 
portions  of  the  cervix  and  the  bladder  in  front,  between  the 
two  layers  of  the  broad  ligaments  at  their  bases  at  the  sides, 
and  under  the  peritoneum  in  the  pouch  of  Douglas 
posteriorly.  (The  term  “ parametric  tissue  ” is  sometimes 
extended  so  as  to  include  all  the  connective  tissue  in  the 
pelvis.) 

(7)  Vasculak  Supply; 

(a)  Arteries  : (a)  uterine,  one  on  each  side,  from  anterior 
division  of  internal  iliac,  has  tortuous  course  by  side  of 
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uterus  between  layers  of  broad  ligament,  sends  special  branch 
to  cervix  at  isthmus,  which  joins  with  that  of  opposite  side 
to  form  the  circular  artery  and  with  the  vaginal  arteries  to 
form  the  azygos  artery  of  the  vagina ; (/3)  ovarian,  one 
on  each  side,  gives  two  terminal  branches  to  uterus,  one  to 
fundus,  other  to  anastomose  with  uterine  artery  at  side  of 
uterus ; (7)  vaginal,  from  anterior  division  of  internal  iliac, 
or  from  uterine  artery  itself,  or  from  middle  haemorrhoidal. 

(h)  Veins  : form  a network  in  the  muscular  coat  and 
below  the  serous  coat,  communicate  with  the  vaginal  and 
vesical  veins,  and  help  to  make  up  the  pampiniform  plexus 
in  the  broad  ligament ; thence  the  blood  is  carried  off  by  the 
ovarian  veins. 

(c)  Lymphatics  : (a)  those  of  the  lody  of  the  uterus  pass 
through  the  broad  ligaments  to  the  lumbar  glands ; {(B) 
those  of  the  cervix  (and  upper  part  of  vagina)  go  below  base 
of  - broad  ligaments  to  the  hypogastric  and  obturator  glands ; 

(7)  some,  from  the  body,  pass  along  the  round  ligaments  to 
the  inguinal  glands, 

{Note. — The  richness  of  the  vascular  and  lymphatic 
supply  of  the  uterus  accounts  for  the  severity  of  septic 
affections  of  that  organ  and  of  the  surrounding  parts.) 

(8)  Nekvous  Supply:  {a)  hypogastric  ylexus  of  sympathetic, 
with  (6)  special  cervical  ganglion  (Frankenhauser),  and  (c) 
second,  third,  and  fourth  sacral  spinal  nerves ; the  nerve 
endings  are  in  the  glands  and  epithelium  (Gawronsky). 

(9)  Ligaments:  the  uterus  is  supported  partly  by  the 
pelvic  floor  {g.vB)  and  partly  by  four  pairs  of  ligaments : 

{a)  Bound  Ligaments,  containing  striped  and  unstriped 
muscle,  blood-vessels,  and  fibrous  tissue,  arise  from  upper 
angles  of  uterus ; each  passes  in  a fold  of  broad  ligament 
forwards,  outwards,  and  upwards  to  inguinal  canal,  through 
which  it  is  transmitted,  breaking  up  into  strands,  to  be  fused 
with  the  tissues  of  the  mons  and  upper  end  of  the  labium 
majus ; each  has  an  artery  (funicular)  from  superior  vesical ; 
sheath  of  peritoneum  normally  stops  at  internal  abdominal  ring. 

(&)  Broad  Ligaments,  together  constitute  a mesentery 
for  the  uterus  ; each  consists  of  two  layers  of  peritoneum 
formed  into  three  folds,  one  containing  round  ligament,  another 
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(mesosalpinx)  containing  tube  and  parovarium,  and  a third  to 
which  the  anterior  margin  of  the  ovary  is  attached ; each 
broad  ligament  forms  a quadrangular  septum  dividing  the 
true  pelvis  into  an  anterior  and  a posterior  part;  and  each 
has  an  inner  edge  attached  to  the  uterus,  an  outer  attached 
to  the  side  wall  of  the  pelvis  (midway  between  the  sacro-iliac 
joint  and  the  pectineal  eminence),  an  upper  edge  (free)  formed 
by  the  Fallopian  tube  and  the  infundibulo-pelvic  ligament, 
and  a lower  edge  attached  to  the  parametric  connective  tissue 
at  the  side  of  the  cervix ; the  broad  ligaments  contain  (in 
addition  to  the  structures  already  mentioned)  connective 
tissue,  unstriped  muscle,  blood-vessels,  and  lymphatics. 

(c)  Utero-sacral  Ligaments  (folds  of  Douglas) : are  peri- 
toneal folds  (containing  unstriped  muscular  fibres  — the 
retractor  muscles  of  the  uterus — as  well  as  loose  and  fibrous 
connective  tissue)  which  pass  from  the  lateral  part  of  the 
uterus  at  the  level  of  the  os  internum  backwards  to  the 
second  sacral  vertebra ; they  enclose  the  rectum  and  form 
part  of  the  upper,  lateral  boundaries  of  the  pouch  of 
Douglas,  subdividing  it  into  compartments. 

{d)  Utero-vesical  Ligaments  are  simply  made  up  of  the 
peritoneum  as  it  passes  from  the  uterus  to  the  bladder ; they 
mark  off  the  utero-vesical  pouch. 

V.  Vagina. 

(1)  Definition  : musculo-membranous  canal  or  slit  in 
the  pelvic  floor,  putting  internal  genitals  in  communication 
with  the  exterior ; hence  may  be  named  intermediate  organ. 

(2)  Position  and  Dieection:  is  a slit,  lined  with 
mucous  membrane,  running  upwards  and  backwards  (parallel 
to  the  plane  of  the  pelvic  brim,  and  therefore  forming  an 
angle  of  60°  with  the  horizon)  from  the  hymen  to  the 
cervix  uteri,  and  having  the  urethra  and  bladder  in  front 
and  the  perineal  body  and  rectum  behind ; its  long  axis  is 
at  right  angles  to  the  long  axis  of  the  uterus,  but  varies  with 
the  full  or  empty  state  of  the  bladder  and  rectum. 

(3)  Form  : normally,  is  a linear  slit  {in  vertical  section), 
the  anterior  and  posterior  walls  being  in  contact  and  con- 
tinuous at  the  sides ; in  transverse  section  it  is  H-shaped  or 
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crescentic ; ?/  distended,  it  has  the  form  of  a truncated  cone, 
base  above. 

(4)  Parts  : walls,  lower  end,  upper  end  (roof,  fornix). 

{a)  Walls:  (i)  anterior,  5 cm.  (2  in.)  in  length, 

triangular  in  shape  with  base  above,  is  straight  in  direction, 
shows  folds  or  rugae  (a  vertical  mesial  single  or  double  ridge 
and  numerous  transverse  ones)  which  disappear  after  labour  ; 
is  reflected  on  to  anterior  lip  of  cervix,  forming  the  com- 
paratively shallow  anterior  fornix ; 

(ii)  posterior,  similar  in  form  (triangular),  but  is  longer 
(7’5  cm.,  3 in.),  has  sigmoid  curve,  and  shows  a median 
column  or  ridge  and  transverse  rugae ; it  is  reflected  on  to 
the  posterior  aspect  of  the  cervix,  forming  the  relatively  deep 
posterior  fornix. 

(b)  Lower  End  : is  an  antero-posterior  slit  with  the 
vestibule  in  front,  the  hymen  (when  present)  and  perineum 
behind,  and  the  labia  laterally ; it  opens  as  the  vaginal 
orifice  at  the  vulva. 

(c)  Upper  End  or  Eoof  : is  formed  by  reflection  of  the 
vaginal  walls  on  to  the  cervix,  which  therefore  projects  into  the 
roof ; and  has  four  compartments,  anterior,  posterior  (deepest), 
and  right  and  left  lateral  fornices  or  fossae  or  culs-de-sac. 

(5)  Eelations  : anteriorly  from  above  downwards,  with 
bladder  and  urethra,  the  vesico-vaginal  and  urethro-vagiual 
septa  intervening ; posteriorly  from  above  downwards,  with 
the  pouch  of  Douglas,  the  rectum,  and  the  perineal  body ; 
laterally  with  the  levatores  ani  muscles  and  venous  plexuses. 

Note  the  proximity  of  the  posterior  fornix  to  peritoneum 
(the  pouch  of  Douglas),  of  the  anterior  to  the  bladder,  and  of 
the  lateral  fornices  to  the  bases  of  the  broad  ligaments 
(connective  or  parametric  tissue). 

(6)  Structure  : four  coats — connective  tissue,  muscular, 
submucous,  mucous. 

(a)  outer  coat  of  connective  and  elastic  tissue,  containing 
large  venous  plexuses ; 

Qj)  muscidar  coat  of  unstriped  fibres  in  two  layers,  an 
inner  longitudinal  and  an  outer  circular  (or  vice  versd, 
Breisky),  with  veins  and  lymphatics  between  ; 

(c)  submucous  layer  of  loose  areolar  tissue  ; 
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(d)  mucous  membrane,  becoming  skin-like  if  long  exposed 
to  the  air  (as  in  prolapsus  uteri),  covered  with  squamous 
epithelium  (superficially)  and  cylindrical  epithelium  (in 
deeper  part),  and  containing  connective  tissue,  papillye,  and 
scattered  secreting  glands  and  gland-like  crypts  and  lymph 
follicles ; secretion,  acid,  contains  vaginal  epithelium  and 
lymph  corpuscles. 

(7)  Vasculak  Supply  : {a)  arteries,  vaginal,  uterine, 

pudendal ; (&)  veins,  valveless,  form  vaginal  plexuses,  one 
outside  muscular  coat,  other  in  submucous  layer,  communicate 
with  hsemorrhoidal  and  vesical  plexuses,  and  end  in  internal 
iliac  vein ; (c)  lymphatics,  from  lower  one-fourth  go  to 

inguinal  glands,  from  upper  three-fourths  to  hypogastric 
(or  obturator)  glands. 

(8)  Nekvous  Supply  : inferior  hypogastric  plexus  (s?/m- 
pathetic),  and  fourth  sacral  and  pudic  nerves  {spinal) ; the 
nerves  end  in  the  epithelium  (Gawronsky). 

VI.  External  Genitals,  Vulva,  Pudenda  : consist  of 
several  structures,  some  lateral  (paired),  others  median  (single). 

(1)  Labia  Majoka  or  Externa:  two  folds  of  skin, 
bounding  vulva  laterally ; in  contact  in  nulliparous  women, 
separate  in  parous ; have  external  (rugose  and  hairy) 
surfaces,  and  internal  (less  hairy)  surfaces ; microscopically 
show  skin,  with  hair  follicles,  sebaceous  and  sweat  glands, 
unstriped  muscle,  cellulo-adipose  layer  on  fibrous  sac ; 
lymphatics  pass  to  inguinal  glands,  arteries  are  from  internal 
and  external  pudic  and  epigastric,  veins  go  to  those  of  bulbs 
and  vagina,  nerves  are  from  internal  pudic  and  small  sciatic. 

(2)  Labia  Minora  or  Interna  (Nymph.-e):  two  slender 
folds  of  skin  (not  mucous  membrane),  lying  inside  labia 
majora,  and  bounding  vestibule  and  vaginal  orifice  laterally, 
are  hairless  and  contain  no  adipose  tissue ; their  posterior 
ends  fuse  to  form  a fold  {fourchette)  in  front  of  perineum  ; 
the  anterior  end  of  each  ’bifurcates  to  form  (with  that  of 
opposite  side)  the  prepuce  and  fremdum  of  the  clitoris ; have 
the  same  vascular  and  nervous  supply  as  majora. 

(3)  Mons  : an  irregularly  triangular  area  of  skin  with 
fat  and  connective  tissue,  lying  in  front  of  symphysis  pubis ; 
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carries  crisp,  curly  hairs ; from  it  the  labia  majora  arise  and 
pass  backwards. 

(4)  Clitoris  : small  curved  body,  median  in  position,  at 
apex  of  vestibule,  with  prepuce  and  frenulum  (formed  by 
nymphie) ; is  homologue  of  part  of  penis ; consists  of  glan& 
(erectile  tissue)  and  a cov'pus  or  body  with  two  crura ; has' 
many  nerves  (from  pudic),  ending  in  peculiar  end -bulbs  and 
corpuscles. 

(5)  Vestibule  : triangular  area  covered  with  mucous 

membrane,  with  clitoris  at  apex,  nymphse  at  sides,  and 
anterior  margin  of  vaginal  orifice  as  its  base;  at  middle  of 
base  is  meatus  urinarius  with  (in  infant)  a band  {vestibular) 
passing  to  the  clitoris ; veins  {pars  intermedia)  traverse  the 
vestibule  from  side  to  side  connecting  the  vestibular  or  vaginal 
bulbs,  which  are  as  large  as  a bean,  consist  of  venous  plexuses 
in  a fibrous  sheath,  have  a conical  form,  with  their  apices  at 
level  of  base  of  vestibule  and  their  bases  at  posterior  third  of 
vaginal  orifice. 

(6)  Vaginal  Orifice:  antero-posterior  slit,  with  base 
of  vestibule  anteriorly  and  fourchette  posteriorly ; is  (in 
virgin)  partly  closed  by  hymen,  a crescentic  or  semilunar 
fold,  between  which  and  the  fourchette  is  small  space  {fossa 
navicularis) ; at  union  of  anterior  two-thirds  with  posterior 
one-third  of  vaginal  orifice  on  each  side  is  opening  of  duct  of 
vulvo-vaginal  gland  (glands  of  Bartholin,  Duverney,  or  Mery), 
an  oval-shaped,  racemose  gland  as  large  as  a bean,  lying  near 
posterior  end  of  vaginal  bulb. 

(7)  Hymeneal  Membrane  : fold  composed  of  connective 
tissue  with  elastic  fibres,  arteries,  and  veins ; has  thin  free 
margin  towaids  vaginal  orifice ; is  torn  at  coitus,  and  broken 
up  into  fleshy  bodies  {earunculm  myrtiformes)  at  first  labour ; 
behind  hymen  is  fourchette,  often  also  torn  at  first  labour  ; 
behind  fourchette  is  slcin  over  base  of  perineal  body,  which 
ought  not  to  be  torn  in  labour. 

VII.  Mammary  Glands:  two  highly  specialised 

sebaceous  (or  sudoriparous  ?)  Glands,  situated  in  pectoral 
region,  each  having  a nipple  (Mammilla),  surrounded  by 
pigmented  areola,  where  from  fifteen  to  twenty  Ducts, 
coming  from  a like  number  of  masses  of  Acini,  open. 
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B.  THE  ANATOMY  OF  THE  NEIGHBOURING 
ORGANS  AND  PELVIC  FLOOR. 

These  consist  of  the  Bladder,  Ureters,  Urethra,  Eectum, 
and  of  the  various  muscular  and  fascial  structures  which 
constitute  the  pelvic  diaphragm  or  floor ; they  are  extra- 
genital in  position,  but  lie  so  near  to  the  genital  organs  that 
their  diseases  are  acted  upon  by  them  and  react  upon  them. 

I.  Bladder. 

(1)  Definition  ; a hollow  viscus,  serving  as  a reservoir 
for  the  urine,  and  having  three  openings  in  it. 

(2)  Position  : when  empty  lies  below  the  pelvic  brim, 
but  when  full  (or  in  infant)  lies  above  it ; is  situated  in  front 
of  the  uterus,  which  really  rests  upon  it. 

(3)  PoRM : ovoid  when  distended ; when  empty,  its  cavity 
forms  with  the  urethral  canal  a Y (relaxed  or  diastolic  state), 
or  is  simply  an  oval  slit  in  continuation  with  it  (contracted 
or  systolic  bladder). 

(4)  Parts  : possesses  three  openings,  viz.  the  two  ureteric 
openings  and  the  internal  orifice  of  the  urethra',  the  space 
between  the  three  openings  is  the  trigone ; all  the  bladder 
above  a line  joining  the  ureteric  openings  is  the  body  or 
fundus,  all  below  it  is  the  hase  ; immediately  above  the  ureters 
is  the  has  fond. 

(5)  Structure:  (a)  it  has  a peritoneal  coat  only  in  its 
upper  part ; (h)  the  muscidar  coat  consists  of  an  outer  longi- 
tudinal and  an  inner  circular  layer  of  unstriped  fibres, 
thicker  round  the  urethral  orifice ; (c)  the  submucosa  is  a 
loose  layer  of  connective  tissue,  elastic  fibres  and  vessels, 
existing  everywhere  except  in  the  trigone ; {d)  the  mucous 
membrane,  bright  pink  in  colour,  is  covered  with  several 
layers  of  transitional  epithelium  (flat  at  surface,  pear-shaped 
lower  down),  and  contains  racemose  glands  and  lacume. 

(6)  Ligaments  : four  true  (thickened  parts  of  pelvic 
fascia),  anterior  and  lateral  ; Jive  false  (folds  of  peritoneum), 


GYNECOLOGICAL  ANATOMY  ANE  PHYSIOLOGY  21 


two  posterior  {utcro-vesical),  two  lateral,  and  one  superior 
(covering  remains  of  urachus). 

(7)  Vascular  and  Nervous  Supply  : {a)  arteries,  superior, 
middle,  and  inferior,  vesical  arteries ; (&)  veins,  to  internal 
iliac ; (c)  lymphatics,  to  internal  iliac  glands  ; {d)  nerves,  same 
as  of  uterus, 

II.  Ureters. 

(1)  Definition  : two  tubes  passing  from  the  kidneys  to 
the  bladder  and  conveying  the  urine. 

(2)  Position  and  Eelations  : in  abdomen,  behind  peri- 
toneum, each  crosses  the  psoas  muscle  obliquely  from  above 
downwards  and  inwards  ; at  pelvic  brim  it  crosses  the  common 
iliac  artery  and  lies  in  front  of  the  internal  iliac  vein  and 
behind  the  internal  iliac  artery  ; in  the  pelvis  it  passes  down- 
wards, backwards,  and  a little  outwards  on  the  wall  to  a point 
near  the  ischial  .spine,  where  it  bends  forwards,  downwards, 
and  inwards,  goes  beneath  the  base  of  the  broad  ligament,  and 
is  crossed  by  the  uterine  artery  about  the  level  of  the  os  uteri 
internum  ; it  then  passes  at  the  side  of  the  upper  third  of  the 
vagina,  runs  (for  about  1'5  cm.)  in  the  vesico-vaginal  septum, 
and  traverses  the  bladder  wall  in  a direction  obliquely  down- 
wards and  inwards  to  open  at  one  angle  of  the  trigone. 

(3)  Dimensions  : each  measures  12  in.  to  16  in.  in  length, 
and  has  thickness  of  a goose-quill. 

(4)  Structure  : fibrous  and  muscular  (two  layers)  coats, 
and  a mucous  membrane  (tran.sitional  epithelium). 

(5)  Vascular  and  Nervous  Supply  : {a)  arteries  and 
veins,  from  renal,  ovarian,  internal  iliac,  and  vesical  arteries  ; 
(h)  lymphatics,  go  to  lumbar  glands ; (c)  nerves,  come  from 
sympathetic. 

III.  Urethra. 

(1)  Definition:  a straight  slit,  nearly  2 in.  (5  cm.')  in 
length,  extending  from  the  bladder  to  the  vestibule  of  the 
vulva,  and  serving  for  the  passage  of  the  urine. 

(2)  Position  and  Eelations  : it  lies  parallel  to  the 
vaginal  slit,  being  embedded  in  its  anterior  wall,  and  is,  there- 
fore, parallel  also  to  the  plane  of  the  pelvic  brim  ; behind  it 
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is  the  vagina,  and  in  front  is  the  symphysis  pubis  and  the 
retropubic  fat. 

(3)  Parts  : its  dipper  opening  is  at  the  trigone  of  the 
bladder ; its  lower  opening  (meatus  uriuarius)  is  at  middle  of 
base  of  vestibule  {vide  p.  19),  about  2 cm.  below  the  clitoris, 
and  just  within  it  are  two  small  apertures  {Skene's  tuhdes) ; 
the  canal  itself  has  a potential  lumen,  and  is  straight. 

(4)  Structure  : around  the  urethra  is  connective  tissue 
(of  anterior  vaginal  wall)  ; there  is  then  a muscular  coat,  an 
outer  layer  of  striped  and  an  inner  of  unstriped  fibres  (with 
longitudinal  and  circular  strata) ; a submucous  coat  with 
many  veins  ; and  a mucous  membrane,  covered  by  squamous 
epithelium  in  its  lower  part,  and  with  transitional  in  its 
upper,  folded  longitudinally,  and  possessing  mucous  glands ; 
the  vessels  and  nerves  are  those  of  the  vagina. 


IV.  Rectum. 

(1)  Definition  : the  lowest  part  of  the  large  intestine, 
about  8 in.  long,  extending  from  the  left  sacroiliac  synchon- 
drosis to  the  anus ; although  called  rectum,  it  is  not  straight 
in  adult. 

(2)  Position  and  Parts  : the  first  part  passes  down- 
wards, backwards,  and  inwards  to  level  of  third  sacral 
vertebra,  and  has  a mesentery  of  peritoneum  (meso-rectum) ; 
the  second  part  has  peritoneum  anterior  to  it,  lies  in  middle 
line,  and  has  forward  direction  ; the  third  part  has  no  relation 
to  peritoneum  at  all,  runs  at  first  parallel  to  vaginal  canal, 
and  then,  under  name  of  anal  caned,  turns  sharply  downward 
and  backward  at  right  angles  to  former  part  to  open  at  the 
anus ; the  anal  canal  is  the  narrowest  part,  the  portion 
immediately  above  it  {rectal  ampulla)  being  the  widest. 

(3)  Delations  : in  its  upper  part  it  is  related  externally 
to  left  ureter  and  left  internal  iliac  artery,  in  front  to  the 
left  ovary,  and  behind  to  the  pyriformis  muscle  and  sacral 
plexus ; lower  down  it  is  attached  to  the  sacrum  by  the  meso- 
rectum  and  connective  tissue,  has  the  utero-sacral  ligaments 
at  the  sides,  and  has  in  front  of  it  small  intestines  in  upper 
part  of  pouch  of  Douglas ; still  lower  down  it  has  the  vaginal 
canal  in  front,  except  at  lowest  point,  where  the  perineal 
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body  separates  the  vagina  from  the  anal  canal ; the  rectum  is 
slung  in  the  pelvis  by  the  levatores  ani  muscles. 

(4)  Stkuctuhe  : (a)  lias  a peritoneal  coat  in  upper  part ; 
{h)  a 'iimscular  coat  of  unstriped  fibres  in  an  outer  (longi- 
tudinal) and  an  inner  (circular)  layer  ; (c)  a mucous  membrane, 
covered  with  columnar  epithelium  having  no  villi,  showing 
closely  planted  Lieberkuhnian  follicles,  and  having  a sub- 
mucosa ; {d)  the  muscular  and  mucous  coats  are  thrown  into 
oblique  folds,  the  lowest  of  which  (1|-  in.  from  anus)  is  known 
as  Houston’s  valve ; {e)  there  are  two  sphincters,  internal  and 
external,  the  latter  of  which  alone  is  a separate  muscle,  and 
is  under  the  control  of  the  will ; (/)  in  the  lower  part  of 
the  rectum  the  mucous  membrane  is  thrown  into  longitudinal 
folds  (columns  of  Morgagni)  with  depressions  between  (sinuses 
of  Morgagni). 

(5)  Vasculae  and  jSTervous  Supply:  (a) superior, 
middle,  and  inferior  haemorrhoidal,  and  middle  sacral ; (b) 
veins,  from  inferior  and  middle  haemorrhoidal,  pass  to  internal 
iliac,  and  from  superior  haemorrhoidal  to  superior  mesenteric 
and  portal  vein ; (c)  lymphatics  pass  to  sacral  glands ; {d) 
nerves,  from  hypogastric  plexus  of  sympathetic,  and  from 
sacral  plexus  of  cerebro-spinal  system. 

V.  Pelvic  Floor. 

(1)  Definition  : a diaphragm,  composed  of  skin  (exter- 
nally), mucous  membrane  (in  canals),  fasciae,  muscles,  fat, 
and  peritoneum  (internally),  traversed  by  slits  or  lines  of 
displacement  (vaginal,  urethral,  and  rectal  canals) ; the 
bladder  and  rectum  may  be  regarded  as  forming  part  of  it, 
while  the  uterus  rests  upon  it. 

(2)  Structure  : 

(A)  Structure  as  revealed  by  Dissection. 

(i)  On  the  inner  aspect  of  the  floor  is  the  peritoneum, 
with  its  reflections  (vesical,  uterine,  and  rectal),  its  folds  (broad, 
utero-sacral,  and  utero-vesical  ligaments),  and  its  pouches 
(utero-vesical  and  utero-rectal  or  pouch  of  Douglas) ; the 
pouch  of  Douglas,  of  varying  extent,  has  been  subdivided  into 
a central  deep  part  and  two  lateral  shallower  parts  (called 
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the  para-uterine  pouches),  resting  upon  the  retro-ovarian 
shelves,  and  separated  off  by  the  two  utero-sacral  liga- 
ments ; 

(ii)  On  the  outer  (cutaneous)  aspect  is  the  vulvar  cleft 
(with  external  organs  of  generation)  anteriorly,  and  the  cleft 
between  the  nates  posteriorly ; 

(ill)  Below  the  skin  (posteriorly)  are  the  superficial  fascia 
and  the  base  of  the  ischio-rectal  fossa  on  each  side ; below 
the  skin  (anteriorly)  lies  the  superficial  fascia,  and  under  it 
the  perineal  muscles  in  pairs,  forming  two  isosceles  triangles 
(transversus  perinei,  erector  clitoridis,  bulbo-cavernosus),  and 
below  the  bulbo-cavernosus  are  the  glands  of  Bartholin  {q.v., 
p.  19)  and  the  vaginal  bulbs  {q.v.,  p.  19); 

(iv)  The  main  hulk  of  the  floor  is  made  up  of  the  levatores 
ani  and  coccygei  muscles,  the  triangular  ligament,  the  com- 
plicated pelvic  fascia,  the  bladder,  rectum,  and  retro-pubic 
fat,  and  (of  great  importance)  the  perineal  body  {q.v.) ; 

(v)  The  perineal  body,  pyramidal  in  shape,  lies  between 
the  rectum  (and  anal  canal)  and  the  vagina,  apex  upwards, 
base  covered  by  skin  of  perineum,  is  composed  of  muscular 
origins  and  insertions,  and  of  fibrous  and  elastic  tissue, 
measures  3'5  cm.  vertically  and  2'5  cm.  antero-posteriorly, 
and  is  the  keystone  of  the  pelvic-floor  arch. 

(B)  Structure  as  revealed  by  Sections  : 

Shows  two  segments  and  three  clefts. 

(i)  Anterior,  pubic,  or  displaceable,  of  triangular  form, 
consisting  of  bladder,  urethra,  anterior  vaginal  wall,  and 
retro-pubic  fat,  lying  loosely  attached  to  the  symphysis  pubis 
and  in  front  of  the  vaginal  cleft ; 

(ii)  Posterior,  sacral  or  fixed,  roughly  quadrangular  in 
form,  composed  of  rectum,  perineal  body,  posterior  vaginal 
wall,  and  of  the  muscular  and  other  tissues  surrounding  the 
rectum,  lying  firmly  attached  to  sacrum  and  coccyx,  behind 
the  vaginal  slit ; 

(ill)  Vaginal  canal  or  slit,  separating  the  pubic  from  the 
sacral  segment ; 

(iv)  The  urethral  canal,  perforating  the  pubic  segment ; 

(v)  The  anal  canal,  perforating  the  sacral  segment. 
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(o)  Eelation  of  Segments  of  Flook  under  Various 
Circumstances  : 

{a)  Under  ordinary  intra-ahdominal  pressure  the  pubic 
segment  is  pressed  against  the  sacral ; but  if  the  pressuo'e  he 
increased,  (as  in  coughing  or  straining),  there  is  a tendency 
for  the  pubic  segment,  with  the  uterus  which  rests  on  it, 
and  the  posterior  vaginal  wall  (entire  displaceable  portion) 
to  be  forced  downwards  past  the  sacral  segment  (minus  the 
posterior  vaginal  wall)  and  past  the  lateral  portions  of  the 
floor  which  lie  outside  the  inner  aspects  of  the  levatores  ani 
muscles  ; this  displacement  occurs  in  2jrolapsus  uteri. 

(&)  In  the  upright  posture  the  “ pelvic  floor  projection  ” 
(the  projection  of  the  soft  parts  below  an  imaginary  line 
joining  the  tip  of  the  coccyx  and  the  lower  border  of  the 
symphysis  pubis)  is  at  its  maximum ; in  the  genu-pectoral 
(more  correctly  “ genu-facial  ”)  it  is  diminished ; in  the 
former,  the  maximum  antero-posterior  diameter  of  the 
abdomen  is  in  the  hypogastric  region,  in  the  latter  it  is  at 
the  sternum  ; in  both  postures  the  segments  of  the  pelvic 
floor  are  in  contact. 

(c)  In  the  genu-pectoral  position,  with  the  vaginal  oriflce 
opened,  air  rushes  into  and  distends  the  vagina,  the  pubic 
segment  of  the  floor  passes  towards  the  diaphragm,  and  so 
the  bladder  and  retro-pubic  fat  are  found  lying  “ above  ” the 
symphysis  pubis  (really  “ below  ” it,  with  the  patient  inverted 
as  she  is) ; in  a similar  way  the  bladder  and  rectum  can  be 
distended  with  air ; the  same  result  can  be  got  with  the 
patient  in  the  semi-prone  posture,  and  this  explains  the  mode 
of  action  of  the  Sims  speculum  {q.v.,  p.  54),  which  acts  by 
separating  the  margins  of  the  vaginal  oriflce  and  drawing 
back  the  perineum. 

{d)  In  labour  the  pubic  segment  of  the  floor  is  drawn 
upwards  (towards  the  diaphragm),  while  the  sacral  is  driven 
downwards  and  backwards ; thus  the  vagina  is  opened  up 
and  the  child  propelled  through  it  {vide  author’s  Essentials  of 
Obstetrics,  p.  53). 
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0.  PHYSIOLOGY  OF  MENSTRUATION, 
OVULATION,  AND  IMPREGNATION. 

1.  Menstruation. 

(1)  Definition  : a temporary  and  intermittent  function 
of  women  during  the  child-bearing  period  of  life,  having  as 
its  most  obvious  phenomenon  a discharge  of  blood  from  the 
genital  canal. 

(2)  Synonyms  : menses ; catamenia ; menstrual  flow ; 

also  numerous  euphemistic  expressions,  as  monthlies,  courses, 
unwellness,  sickness,  poorly  times,  the  reds,  etc. 

(3)  Menakche,  the  age  of  commencement  of  menstruation, 
usually  between  14  and  15  years  in  temperate  zone. 

(A)  Varies  with — 

(i)  Climaie,  being  earlier  (11  to  14)  in  hot,  and  later 
(13  to  20)  in  cold  countries,  and  intermediate  (13  to  17)  in 
temperate  climates ; but  it  is  now  known  that  climate  is  not 
nearly  so  important  a factor  as  was  supposed. 

(ii)  Race,  as  is  seen  in  English  girls  living  in  India,  who 
have  the  menarche  at  the  same  age  as  if  they  were  living  in 
their  own  land ; and  very  markedly  in  Hungary,  where  the 
Steyerians  menstruate  at  13  to  14,  Jewesses  at  14  to  15, 
Magyars  at  15  to  16,  and  Slavs  at  16  to  17  ; in  the  United 
States  of  America,  however,  all  the  races  living  there  would 
seem  to  have  about  the  same  age  of  commencement. 

(ill)  Social  Condition,  Habits,  Residence,  etc.,  have  some 
effect  as  environmental  influences,  the  upper  and  middle 
classes  beginning  earlier  than  the  lower,  town  dwellers  earlier 
than  country  girls,  and  those  having  rich  and  stimulating 
food  earlier  than  those  living  in  poverty. 

(iv)  Heredity  and  Idiosyncrasy,  early  or  late  menarche 
being  met  with  in  certain  families  for  no  other  reason  than 
for  what  is  called  the  greater  or  less  development  of  the 
genital  sense. 
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(B)  Is  accompanied  by  a series  of  changes  which  collectively 
constitute — 

Pulerty  {Note. — Puberty  is  not  Nulility ; for  the  former 
is  the  earliest  age  when  impregnation  may  occur,  and  the 
latter  is  the  earliest  age  at  which  a pregnancy  and  labour 
may  take  place  loitli  safety  to  the.  mother  and  with  full  and 
healthy  development  of  the  offspring) ; these  changes  are  : 

(1)  Physical : enlargement  of  pelvis  and  mammary  glands 
(and  of  neck),  growth  of  hair  on  pubes  and  in  axilla  ; rounding 
of  the  body  outlines  into  contours ; growth  of  external  genitals 
and  of  the  body  of  the  uterus ; ovulation  occurs  in  ovaries 
(possibly  occurs  before  this  age,  even  in  new-born  infant), 
and  menstrual  flow  begins  from  uterus. 

(ii)  Psychical : certain  mental  and  emotional  changes 
occur  associated  with  the  growth  of  the  sexual  sense ; 
sensitiveness,  reserve,  increased  individuality  and  idea  of 
duty. 

(C)  Mode  of  onset  may  be — 

(i)  abrupt,  and  be  fully  established  at  once  ; or  (ii)  it  may 
\)Q  gradual,  being  heralded  for  several  months  by  headaches, 
fulness  in  pelvis,  chills  or  flushes  of  heat,  the  discharge 
increasing  in  quantity  each  month  (gradual  establishment) ; 
or  (ill)  it  may  be  irregular,  the  discharge  appearing  one 
month  and  not  the  next  (intermittent  establishment). 

(4)  Menstrual  Habit  : (a)  Definition,  duration  and 
quantity  of  the  menstrual  flow,  (b)  These  vary  with  (i) 
social  conditions  and  diet,  (ll)  town  or  country  life,  (ill)  climate, 
(iv)  season  of  the  year,  and  (v)  idiosyncrasy,  (c)  Duration  is 
from  three  to  eight  days,  average  flve,  and  the  quantity  lost 
varies  from  4 to  8 oz.  (113  to  226  grammes). 

^ (5)  Menstrual  Type  (or  PtHYTiiM) : (a)  Definition,  the 

; recurrence  or  periodicity  of  the  menstrual  flow,  (b)  Normally 
: (in  71  per  cent.),  this  is  a menstrual  cycle  of  twenty-eight 

' . days,  counting  from  the  first  day  of  one  flow  to  the  first  of 
the  next,  or  from  the  last  day  to  the  last ; (c)  variations  are 
found,  such  as  a thirty-day  type  (14  per  cent.),  and  very  rarely 
i ? a twenty-one-  or  twenty-seven-day  type ; (i>)  in  most  women 
the  type  is  constant  after  establishment,  but  in  about  12  per 
; V cent,  is  inconstant  (although  health  be  perfect). 
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(6)  Symptomatology  (Syndroma  menstrualis) : 

(A)  General  Phenomena : 

May  be  slight  (35  per  cent.)  or  marked  ; consist  in  increase 
in  redex  irritability,  Hushes  of  heat,  chilliness,  neuralgias, 
drowsiness,  throbbing  in  head,  dark  circles  round  eyes,  skin 
eruptions ; temperature  and  urea  excretion  are  both  raised 
just  before  flow,  and  both  fall  during  and  after  it. 

(B)  Local  Phenomena: 

(ci)  In  mammary  glands  \ tenderness  or  swelling. 

(6)  In  ovaries  and  Fallopian  tuhes : congestion,  and  (in 
one  of  the  ovaries)  the  sign  of  recent  rupture  of  ovi-sac. 

(c)  In  vagina : mucosa  darker,  secretion  (mucous)  increased, 
temperature  raised. 

{d)  In  uterus : 

(i)  Cervix  is  swollen,  softer,  of  darker  hue,  and  os  is 
slightly  open. 

(ii)  Corpus  is  also  swollen,  more  rigid,  more  vascular, 
and  its  mucosa  (not  that  of  the  cervix)  forms  a decidua 
menstrualis. 

' (ill)  Mucosa  undergoes  changes  which  have  been  differently 
described  by  authors,  but  may  be  summarised  as  follows : — 
there  is  thickening  of  the  mucous  membrane,  a throwing  of 
the  surface  into  folds,  an  increased  secretion  of  mucus  from 
it,  a dilatation  of  the  sub-epithelial  capillaries  with  subsequent 
rupture  of  them  (or  diapedesis  of  blood  coiqmscles  from  them), 
and  a disintegration  of  the  surface  epithelium ; the  glands 
become  hypertrophied  and  convoluted,  and  the  embryonic 
connective  tissue  cells  increase  in  number ; after  the  htenior- 
rhage  is  over,  the  congestion  disappears,  new  surface  epithelium 
forms  (from  that  of  the  glands),  and  new  sub-epithelial 
capillaries  appear ; these  changes  (which  may  be  classified  as 
{a)  tumefaction,  (6)  hsenjorrhage  or  menstruation  proper,  and 
(c)  restoration  of  mucosa)  occupy  a large  part  of  the  menstrual 
cycle,  so  that  for  only  a few  days  can  the  uterine  mucous 
membrane  be  said  to  be  at  rest  (quiescent  stage). 

(C)  Clinical  Stages  : 

There  are  three  stages,  but  these,  it  must  be  remembered, 
do  not  exactly  correspond  to  the  three  groups  of  changes 
occurring  in  the  mucous  membrane ; they  are — 


GYNECOLOGICAL  ANATOMY  AND  PHYSIOLOGY  29 


(«)  invasion,  lasting  for  only  a few  hours  before  haemor- 
rhage appears,  characterised  by  a mucous  flow,  and  by  a feeling 
of  malaise  : 

(h)  ijersistencc,  lasting  for  from  three  to  five  days,  and 
characterised  by  haemorrhagic  discharge ; and 
' (c)  decline,  characterised  by  diminution  in  discharge,  and 

by  its  more  mucous  character, 

(D)  Menstrual  Fluid  : 

is  blood  with  admixture  of  other  substances  : 

(ft)  consistence  is  viscid,  especially  in  the  stages  of  in- 
vasion and  decline  ; 

{h)  colour,  dark  red,  but  paler  at  beginning  and  end  of 
flow  ; 

(c)  reaction  alkaline,  odour  that  of  marigolds ; 

{d)  composition,  red  and  white  blood  corpuscles,  mucus 
globules,  compound  granular  corpuscles,  epithelium  (uterine 
and  vaginal),  debris,  fatty  acids ; 

{e)  is  (normally)  hept  from  clotting  by  vaginal  and  cervical 
mucus  (acid) ; 

(/)  is  not  'poisonous,  but  may  be  irritating. 

(7)  Comparative  Physiology  ; 

, (a)  Menstruation,  similar  to  that  which  occurs  in  women, 

is  observed  in  Macaque  monkeys  and  baboons  {e.g.  in  Macacus 
rhesus  and  semnopiihecus  entellus),  but  the  amount  of  blood 
discharged  externally  is  very  small ; probably  this  is  due  to 
t ' absence  of  the  habitual  erect  posture, 

j (b)  In  most  of  the  mammals,  however,  the  discharge  which 
; , precedes  oestrus  (the  period  of  desire,  so-called  “rut”)  is  not 
■V  even  blood-stained  (mucus,  mucus  with  epithelial  cells)  ; but 
i there  may  be  an  extravasation  of  blood  into  the  interior  of 
■jff  the  uterus,  which  is  afterwards  absorbed  again  or  expelled 
’ i later  as  a clot  (Heape). 

I (c)  Human  menstruation  is  the  homologue  not  of  oestrus 
■|  in  the  animals,  but  rather  of  the  'pro-oestrum  or  “ coming  into 
season,”  which  is  the  period  of  from  one  to  several  days  which 
precedes  oestrus,  and  is  characterised  by  more  or  less  con- 
a gestive  and  hypertrophic  changes  in  the  external  and  internal 
4 genital  organs  and  by  a mucous  (or  occasionally  blood-stained) 
a discharge  from  the  genitals. 
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(d)  If  it  be  granted  that  the  pro-cestrum  is  equivalent  to 

the  menstrual  flow  in  women,  then  it  follows  that  in  'niost 
mammals  there  is  no  monthly  periodicity  but  a.  series  of 
cycles  (one,  two,  three,  or  more)  in  the  year ; each  cycle 
consists  of  pro-cestrum  (“  coming  into  season  ”),  of  oestrus 
(period  of  desire),  of  metoestrum  (during  which  the  activity 
of  the  generative  organs  is  subsiding),  and  ancestrum  (the 
resting  time,  during  which  the  organs  lie  fallow),  and  there 
may  be  one,  two,  or  three  such  cycles  yearly,  the  mammal 
(wolf,  bitch,  etc.)  being  termed  monoestrous  ] but  in  other 
mammals  there  is  pro-oestrum,  oestrus,  metoestrum,  and  then 
not  anoestrurn,  but  the  short  resting  stage  of  dicestrnm, 
followed  by  the  whole  cycle  again  (pro-oestrum,  oestrus,  metoe- 
strum), and  then  anoestrurn  (or  even  a third  cycle),  and  such 
mammals  {e.g.  sheep,  the  mare)  are  called  polycestrous ; in 
monoestrous  animals  there  is  the  anoestrous  cycle,  and  in 
polyoestrous  the  dioestrous  cycle  ; according  to  this  nomen- 
clature,  woman  is  polyoestrous,  and  has  a continuous  series  of  ' 
dioestrous  cycles  lasting  during  her  whole  reproductive  life  ^ 
(save  during  pregnancy  and  lactation).  | 

(e)  It  is  possible  that  in  some  races  {e.g.  the  Esquimaux) 

there  may  be  an  approximation  in  the  human  female  to  the  -i 
anoestrous  cycle  of  the  animals.  | 

(8)  Xenomenia  oe  Vicarious  ok  Ectopic  Menstkuation 
may  be  defined  as  periodic  haemorrhage  from  some  part  other  J 
than  the  body  of  the  uterus,  true  menstruation  being  absent  $ 
or  diminished  ; thus,  in  cases  of  supra-vaginal  hysterectomy 

a discharge  has  occurred  from  the  cervix  ; more  frequently  | 

the  flow  is  from  an  extra-genital  part,  such  as  the  nasal  | 

mucous  membrane  (epistaxis),  or  from  the  stomach  (haemate- 
mesis),  or  the  lungs  (haemoptysis),  or  the  ear,  or  a naevus,  or 
a cicatrix  ; such  discharges  may  be  regarded  as  due  to  the 
menstrual  molimen,  but  their  nature  is  really  problematical ; 
there  is  “ no  philosophy  for  this  remarkable  phenomenon.” 

(9)  Hygiene  of  Menstruation:  rest  at  the  periods, 
especially  near  the  menarche  and  at  the  menopause  {pv.) ; 
cleanliness  (it  is  liot  dangerous  to  touch  water  at  this  time), 
and  wearing  of  sanitary  aseptic  towels ; regulation  of  the 
bowels ; recognition  of  the  significance  of  the  phenomenon. 
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(10)  Menopause: 

(a)  Definition : the  time  of  life  when  menstruation  ceases  ; 
the  cessation  of  the  menses. 

(b)  Synonyms : climacteric,  critical  period  or  time,  change 
of  life,  turn  of  life. 

(c)  Age:  usually  45  to  50  (in  50  per  cent.),  less 
commonly  40  to  45  (in  25  per  cent.),  still  more  rarely  35 
to  40  (I24  per  cent.),  and  50  to  55  (1 2|  per  cent.) ; an 
early  menarche  usually  means  a late  menopause  (but  all  are 
not  agreed  upon  this  point)  ; the  causes  of  the  variations  in 
the  time  of  cessation  are  quite  obscure. 

(d)  Symptomatology : 

(i)  May  be  nil,  save  the  cessation  itself ; and  the  stoppage 
may  be  abrupt  and  complete,  or  irregular  for  six  months  or 
a year  (“  dodging  period  ”)  ; 

' (ii)  usually,  however,  there  are  associated  symptoms  in 
great  variety,  e.g.  {a)  in  the  nervous  system,  such  as  vertigo, 
headache,  flushes,  chills,  neuralgias,  etc.,  or  these  symptoms,  if 
already  present,  may  disappear ; (5)  in  the  digestive  system, 
such  as  dyspepsia,  colic,  diarrhoea ; (c)  in  the  cireidatory 
system,  such  as  syncope,  tachycardia,  palpitation,  coldness  of 
extremities,  pain  like  angina ; (f^)  in  the  eutaneous  system, 
such  as  perspiration,  an£esthesia,  hypersesthesia,  formication, 
eruptions ; and  {e)  in  the  mental  and  emotional  functions, 
such  as  changes  in  tastes  and  disposition,  fears,  irritability, 
and  loss  of  memory  ; 

(ill)  certain  diseases  are  specially  predisposed  to,  such  as 
epilepsy,  insanity  (melancholia),  cancer  of  cervix,  degeneration 
of  myomata  of  uterus,  eczema,  pruritus  (glycosuria  ?) ; 

(iv)  metrorrhagia  is  not  a normal  symptom  of  the 
menopause. 

(e)  Physical  changes : are  mainly  involutionary  in  type, 
and  so  contrast  strongly  with  those  at  the  menarchd ; “ life 
becomes  slower  ” : 

(1)  Mammary  glands  atrophy,  but  deposit  of  fat  may 
prevent  obvious  diminution  in  size ; 

(11)  body  contours  alter,  skin  becomes  coarser,  and  haiis 
may  develop  on  face ; 
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(ill)  much  fat  may  be  deposited  in  abdominal  walls,  or,  on 
other  hand,  may  be  marked  thinness ; 

(iv)  uterus  smaller,  walls  thinner,  disappearance  of  glands 
in  mucosa,  destruction  of  epithelium ; 

(v)  Fallopian  tubes  atrophy,  and  lose  lumen ; 

(vi)  ovaries  lose  surface  epithelium,  follicles  degenerate, 
show  hyaline  degeneration  of  arteries,  fibrous  tissue  appears ; 

(vii)  vagina  becomes  contracted,  especially  near  roof, 
orifice  is  narrowed ; 

(viii)  external  genitals  become  simple  folds  of  skin. 

(f)  Hygiene : is  founded  on  fact  that  menopause  is  a 
physiological  process  bordering  upon  the  pathological : 

(i)  Treat  symptoms  as  they  arise,  e.g.  flushes  by  bromides 
(with  care) ; 

(il)  regulate  bowels ; 

(ill)  insist  upon  exercise  and  bathing ; 

(iv)  diet  carefully  if  obesity  or  eczema,  etc. ; 

(v)  remember  tendency  to  develop  alcoholism  or  drug- 
taking at  this  time  of  life,  especially  if  there  is  insomnia ; 

(vi)  investigate  so-called  “ return  of  menses  ” after  meno- 
pause, for  may  indicate  cancer ; 

(vii)  keep  in  mind  tendency  of  symptoms  to  pass  off  in  a 
year  or  two. 

(11)  Theokies  of  Menstkuation  : vide  under  Ovulation, 
(p.  35). 

II.  Ovulation. 

(1)  Definition:  a series  of  phenomena,  consisting  of 
maturation  of  the  ovum,  dehiscence  of  the  Graafian  follicle, 
migration  of  the  ovum,  and  formation  of  the  corpus  luteum ; 
these  changes  are  preparatory  to  impregnation,  and,  doubtless, 
have  some  bearing  upon  menstruation  and  general  metabolism. 

(2)  Matueation  of  the  Ovum; 

(a)  At  birth  each  ovary  contains  about  35,000  Graafian 
follicles,  containing  primordial  ova;  it  is  not  believed  that 
any  new  follicles  are  formed  after  the  termination  of  ante- 
natal life  ; during  pre-menstrual  life  {i.e.  up  to  the  establish- 
ment of  menstruation  at  puberty)  an  incomplete  maturation 
of  Graafian  follicles  and  ova  takes  place  (the  flattened  cells 
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of  the  follicle  increase  in  number  and  become  cubical,  a 
membrana  granulosa  appears,  there  is  a zona  pellucida  (zona 
radiata),  a fibrous  tunic,  and  liquor  folliculi,  and  the  ovum 
increases  in  size,  but  never  to  the  size  seen  in  the  adult),  but 
is  soon  checked  by  retrograde  changes,  the  ovum  disappearing 
(by  phagocytic  action)  and  the  follicle  being  converted  into 
granulation  tissue  and  a cicatrix,  and  there  is  never  any 
dehiscence  of  follicles,  nor  is  there  any  formation  of  corpora 
lutea  (T.  G.  Stevens). 

(b)  During  the  re'productive  epoch  of  life  (from  puberty  to 
the  menopause)  the  maturation  of  Graafian  follicles  takes 
place  completely  instead  of  incompletely. 

(c)  A ripe  follicle,  as  found  in  the  adult  ovary,  consists  of 
— (i)  an  external  fibrous  tunic,  (ii)  a membrana  propria  or 
internal  tunic  of  delicate  connective  tissue,  (iii)  a membrana 
granulosa,  of  nucleated  columnar  cells,  in  several  layers, 
lining  the  follicle  and  massed  at  one  point  to  form  (iv)  the 
disciis  proligerus,  embedded  in  which  is  (v)  the  ovum ; and 
round  the  discus  is  (vi)  the  liqiLor  folliculi. 

(d)  The  ovum  (in  such  a ripe  follicle)  is  about  0’2  mm. 
in  diameter,  and  consists,  from  without  inwards,  of  (i)  the 
innermost  layer  of  cells  of  the  membrana  granulosa  {coronet 
radiata),  which  are  practically  continuous  with  (ii)  the  zona 
pellucida  (a  thin,  striated,  structureless  membrane),  of  (iii) 
the  perivitelline  space,  of  (iv)  protoplasmic  part  of  the  vitellus, 
of  (v)  the  deutoplasmic  (nutritive)  part,  of  (vi)  the  germinal 
vesicle  or  nucleus,  with  nuclear  membrane,  and  contained 
karyoplasm  situated  eccentrically,  and  of  (vii)  the  germinal 
spot  or  nucleolus,  with  (perhaps)  amoeboid  movements,  and 
consisting  (probably)  of  masses  of  chromatin. 

(e)  Maturation : while  the  Graafian  follicle  is  enlarging 
and  coming  to  lie  near  the  surface  of  the  ovary,  it  is  probable 
(judging  from  what  occurs  in  animals,  e.g.  the  mouse)  that 
the  ovum  undergoes  the  following  changes : — the  germinal 
vesicle  or  nucleus  moves  towards  the  periphery  of  the  ovum, 
part  of  it  splits  off  and  is  extruded  as  the  first  polar  body  or 
globule,  then  the  diminished  nucleus  returns  to  the  centre 
and  again  proceeds  to  the  periphery,  where  a second  polar 
body  is  extruded ; karyokinetic  (or  mitotic)  changes  occur 
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before  the  formation  of  the  polar  bodies ; the  nucleus,  which 
has  thus  lost  some  of  its  substance,  is  now  known  as  the 
female  pronucleus,  and  the  ovum  is  ripe  for  fertilisation. 
The  expulsion  of  the  polar  globules  causes  reduction  of  the 
nuclear  chromosomes,  a phenomenon  the  exact  meaning  of 
which  is  not  yet  known ; it  may  take  place  after  the  dehis- 
cence of  the  Graafian  follicle. 

(3)  Dehiscence  of  Gkaafian  Follicle: 

(a)  Time  of  Occurrence : may  be  in  childhood,  even  in 
infancy  (exceptional),  but  usually  happens  about  once  a 
month  during  the  child-bearing  period  of  life  (menarche  to 
menopause) ; not  clear  whether  dehiscence  occurs  just  before 
or  just  after  menstrual  flow. 

(b)  Descri'ption : follicle  enlarges,  and  so  appears  to  lie 
nearer  to  the  surface  of  the  ovary ; projects  from  it  as  a 
purple  swelling  as  large  as  a cherry ; the  enlarged  vessels 
covering  it  atrophy  at  the  apex  (macula),  where  rupture 
occurs  and  the  liquor  folliculi  and  the  ovum  in  the  discus 
escape. 

(c)  Mechanism : there  are  probably  several  factors 

involved,  such  as  (i)  increased  pressure  inside  the  follicle 
from  more  liquor  or  growth  of  lutein  cells,  or  (ii)  from  con- 
traction of  muscular  fibres  in  the  ovary,  or  (iii)  from  nervous 
influences,  acting  through  the  sympathetic  system. 

(4)  Migeation  of  Ovum: 

(a)  Description : the  ovum,  set  free  from  its  follicle, 
passes  (i)  into  the  Fallopian  tube,  and  (ii)  through  it  into  the 
uterine  cavity,  where,  if  fertilised  by  a spermatozoon,  it 
develops  into  an  embryo  with  its  annexa;  probably  many 
ova  are  lost  in  the  peritoneal  cavity. 

(b)  Mechanism : (i)  various  theories  have  been  advanced 
to  explain  the  mode  of  passage  of  the  ovum  into  the  tube 
including  {a)  application  of  fimbriated  end  of  tube  to  ovary 
and  aspiration  of  ovum,  (h)  ejaculation  of  ovum  from  ovary 
into  tube,  or  (c)  transmission  of  ovum  along  groove  in  ovarian 
fimbria,  aided  by  flow  of  serum  or  by  ciliary  action ; (ii) 
having  reached  the  interior  of  the  tube,  the  ovum  is  carried 
along  it  by  (a)  ciliary  aotion,  or  (h)  peristaltic  contractions,  or 

(c)  by  both. 
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(c)  External  migration  (from  the  ovary  of  one  side  to  the 
tube  of  the  other)  is  possible,  so  is  internal  migration  (from 
the  tube  of  one  side  through  the  interior  of  the  uterus  to  the 
opposite  tube) ; the  latter  is  less  likely  than  the  former. 

(5)  Formation  of  Corpus  Luteum: 

(a)  Descri;ption : after  the  escape  of  the  ovum  the  empty 
follicle  fills  with  blood  and  serum ; the  cells  of  the  membrana 
granulosa  are  changed  by  hypertrophy  into  large  epithelioid 
yellow  lutein  cells ; they  are  arranged  in  rows  and  columns 
with  capillaries  passing  round  them  from  the  membrana 
propria ; and,  according  to  recent  opinions,  the  follicle  becomes 
a gland  (periodically  renewed,  but  in  a slightly  different 
position  in  the  ovary),  which  furnishes  the  internal  secretion 
of  the  ovary  (lutein) ; and  finally  it  is  converted  into  a 
stellate  cicatrix  (corpus  albicans). 

(b)  Varieties : (a)  when  pregnancy  does  not  follow 
ovulation,  the  corpus  luteum  (so-called  '‘false  ” or  “ of  men- 
struation”) passes  through  the  described  changes  in  about 
thirty  days ; but  (&)  when  pregnancy  follows,  the  corpus 
luteum  (“  true  ” or  “ of  pregnancy  ”)  grows  to  a larger  size, 
and  does  not  become  a corpus  albicans  till  after  labour  (ten 
months  later). 

(c)  Function:  it  is  believed  to  maintain  the  nutrition  of 
the  uterus  (preventing  it  relapsing  into  its  infantile  or  pass- 
ing into  its  senile  state) ; to  prepare  the  mucous  membrane 
of  the  uterus  for  the  reception  of  the  impregnated  ovum,  or 
to  stimulate  the  ovum  (by  acting  on  its  trophoblast)  to 

■ embed  itself  in  the  uterine  mucosa ; and,  when  impregnation 
I does  not  take  place,  to  excite  menstruation  by  setting  up 
i uterine  hypersemia. 

(6)  Theories  of  Menstruation  and  Ovulation: 

(a)  Before  ovulation  was  Imown  it  was  supposed  that 
menstruation  was  either  (a)  the  elimination  of  a noxious 
product,  or  (&)  the  discharge  of  superfluous  blood,  which,  if 
pregnancy  had  occurred,  would  have  been  utilised  for  the 
formation  of  the  foetus. 

(b)  Since  ovulation  has  been  investigated  it  has  generally 
been  associated  with  menstruation  in  the  relation  of  cause 
and  effect ; but  there  ar§  difficvilties,  for  ovulafiop  ipay  occur 
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without  menstruation  (before  puberty,  after  the  menopause, 
during  lactation),  and  menstruation  occasionally  occurs  after 
the  removal  of  both  ovaries ; these  difficulties  are  not 
removed  by  supposing  that  the  impulse  resides  in  the 
Fallopian  tube  (Lawson  Tait),  or  is  transmitted  by  a special 
nerve  (Johnstone),  or  even  that  it  is  dependent  upon  the 
secretion  from  a corpus  luteum  (Fraenkel). 

(c)  Menstruation  has  also  been  associated  with  conception : 

(a)  some  thinking  that  it  is  a preparation  for  the  reception  of 
the  impregnated  ovum  on  a surface  denuded  of  epithelium ; 

(b)  others,  that  it  is  the  sign  of  the  failure  of  the  accomplish- 
ment of  impregnation  or  death  of  the  ovum ; and  (c)  others, 
that  it  is  for  the  removal  of  uterine  corpuscles  which  have 
grown  too  old  to  form  a nidus  for  the  ovum. 

(d)  Menstruation  has  also  been  regarded  as  (a)  a highly 
specialised  method  of  balancing  anabolism  and  hatabolism  in 
the  body,  as  a means  of  getting  rid  of  an  anabolic  surplus ; 
or,  as  (6)  the  result  of  the  action  of  the  ovarian  {internal) 
secretion  unchecked  by  the  action  of  a placental  {internal) 
secretion. 

(e)  In  all  further  speculations  concerning  the  nature  and 
cause  of  menstruation,  it  will  be  necessary  to  take  into 
account  {a)  the  comparative  physiology  of  the  phenomenon 
and  its  relation  to  the  oestrus  in  animals ; (&)  the  phenomena 
which  occur  in  the  ovaries  before  puberty  (incomplete  matura- 
tion), and  in  the  uterus  during  the  so-called  menstrual  flow 
seen  sometimes  in  the  new-born  female  infant  (believed  by 
Halban  to  be  identical  with  those  occurring  in  the  adult 
uterus  during  menstruation) ; and  (c)  further  researches  into 
the  nature  and  functions  of  corpora  lutea. 

III.  Impregnation. 

(1)  Definition:  the  penetration  of  the  mature  ovum  by 
the  spermatozoon,  and  the  fusion  of  the  female  pro-nucleus 
(nucleus  of  ovum  with  reduction  of  its  chromosomes,  expelled 
as  polar  bodies)  with  the  head  of  the  spermatozoon  (male 
pro-nucleus) ; it  is  necessarily  preceded  by  ovulation  in  the 
female  and  by  insemination  (deposition  of  seminal  fluid  in  the 
vagina)  by  the  male. 
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(2)  Synonyms  : fecundation ; fertilisation  ; conception. 

(3)  Desckiption  : the  spermatozoa  deposited  along  with 
the  seminal  fluid  in  the  vagina  (posterior  fornix)  may  show 
vitality  for  several  days  (weeks,  Diihrssen) ; they  ascend  into 
the  uterus  by  their  own  movements,  or  by  aspiration,  and 
continue  to  ascend  in  the  uterus,  being  aided  perhaps  by 
ciliary  activity ; they  probably  meet  the  ovum  in  the 
Fallopian  tube  (near  outer  end),  where  one  spermatozoon 
penetrates  it  to  fuse  with  the  female  pro-nucleus,  to  form  the 
cleavage-nucleus,  and  so  to  initiate  the  long  and  complicated 
series  of  changes,  which  end  in  the  formation  of  the  infant. 
{NoU. — The  phenomenon  of  impregnation,  as  described  above, 
has  not  been  seen  in  the  case  of  the  human  ovum.) 

(4)  Conditions  : the  most  favourable  time  for  impregna- 
tion is  just  after  menstruation ; but  there  is  no  agenetic 
period ; neither  is  there  any  special  season  of  the  year  (such 
as  occurs  in  animals)  when  conception  most  often  occurs ; 
consciousness  is  not  necessary. 

(5)  Kelations  : (<x)  with  the  determination  of  sex : it  is 
probable  that  the  sex  of  the  offspring  is  determined  in  the 
ovum  before  impregnation,  and  that,  therefore,  the  conditions 
then  prevailing  have  no  influence  thereupon  ; (h)  until  heredity  : 
all  theories  of  the  nature  of  heredity  must  take  into  account 
impregnation. 
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GENERAL  PRINCIPLES:  CASE-TAKING  SCHEME 


For  the  orderly  arrangement  of  the  facts  elicited  by  the 
examination  of  a gynecological  case  it  is  necessary  to  have 
a scheme  or  syllabus : that  given  below  is  the  one  in  use 
in  the  Eoyal  Infirmary,  Edinburgh — 


A.  Anamnesis  (Symptomatology) — 


1.  Name  ; Age  ; Occupation  ; Residence  ; Condition  as  to  Mareiage 

(Single,  Married,  Widowed) ; Date  op  Admission  (or  Examination). 

2.  Complaint  and  Duration  of  Illness. 

3.  General  History  op — 


4. 


(a)  Present  Attack. 

[b)  Previous  Health. 

(e)  Fami^ 


y 


(c)  Diathesis. 

(d)  Social  Condition  and  Habits. 
Health. 


Sexual  History — 


(1)  Menstruation. 


A.  Normal — 


(а)  Date  of  commencement  (Monarch^). 

(б)  Type. 

(c)  and  (d)  Duration  and  Quantity,  or  Habit, 
(e)  Date  of  disappearance  (Menopause). 


B.  Morbid — 


{a)  Amenorrhoea  or  Oligomenorrhoea. 

(b)  Menorrhagia. 

(c)  Dysmenorrhcea. 

(2)  Intermcnstrual  Discharge — 

(a)  Character.  [ (i)  Quantity. 

(3)  Pareunia. 


(4)  Pregnancies — 

(ft)  Number. 

{b)  Dates  of  first  and  last, 
(c)  Abortions. 


(d)  Character  of  labours, 
(c)  Puerperia. 

(/)  Lactations. 
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5,  Loom.  Functional  Distokbances — 

(a)  Bladder.  | (b)  Rectum 

(c)  Pelvic  nerves  and  muscles. 

6.  General  Functional  Derangements — 

(а)  Nervous  system 

(б)  Respiratory  system. 

(e)  Urinary  system. 

R.  Rhysical  Examination— 

1.  General  Appearance  and  Configuration. 

2.  Mammae. 

3.  Abdomen — 


(c)  Circulatory  system. 

(d)  Digestive  system. 


(a)  Inspection. 

(b)  Palpation. 

4.  External  Pudenda. 

5.  Per  Vaginam — 

(a)  Orifice. 

(b)  Walls  and  Cavity. 


(e)  Mensuration. 


(c)  Percussion. 

(d)  Auscultation. 


(c)  Os  ^nd  Cervix  Uteri. 

(d)  Roof  or  Fornices. 


6.  Bimanual  Examination  (Abdomino-Vaginal,  Recto- Vaginal,  Abdomino- 
Rectal,  Abdomino-Recto- Vaginal). 

(1)  Uterus — 


{d)  Sensitiveness, 
(c)  Position. 

(/)  Mobility. 


(а)  Size. 

(б)  Shape. 

(c)  Consistence. 

(p)  Relations. 

(2)  Fallopian  Tubes. 

(3)  Ovaries — 

(a)  Size.  | Situation, 

(c)  Sensitiveness. 

(4)  Peritoneum  and  Cellular  Tissue. 

(5)  Bladder. 

(6)  Rectum. 

(7)  Pelvic  Bones. 


7.  Use  of — 


(a)  Speculum. 

[d) 

\b)  Volsella. 

{e) 

(c)  Sound. 

(/) 

Physical  Changes  in — 

(a.)  Nervous  system. 

(d) 

\b)  Respiratory  system. 

(e) 

(c)  Circulator)'  system. 

(/) 

(ff)  Locomotory  system. 

C.  Diagnosis  of  Case. 

B.  Prognosis  of  Case. 

E.  Treatment. 

F.  Progress  and  Termination. 
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A. 

SYMPTOMATOLOGY  OF  GYNECOLOGY 
(ANAMNESIS). 

This  part  of  the  examination  is  conducted  by  questioning 
the  patient  (or  her  mother,  if  she  be  an  unmarried  girl)  as  to 
her  symptoms ; tact  is  required,  for  it  is  necessary  to  elicit 
all  the  facts  without  offending  the  patient’s  modesty  or  causing 
her  to  mislead  us  either  intentionally  or  unwittingly ; the 
information  gained  by  the  anamnesis  is  not  of  the  same  high 
value  as  that  got  from  the  physical  examination  (in  competent 
hands),  but  it  is  not  to  be  neglected. 

1.  Preliminary  Inquiries  : (a)  name,  for  purposes  of 
reference  and  in  order  at  once  to  get  idea  of  patient’s  state  as 
regards  marriage ; (h)  age,  in  order  (i)  to  be  alert  as  to  detec- 
tion of  diseases  which  are  common  at  special  periods  of  life, 
such  as  nervous  affections  at  the  menopause,  cancer  of  the 
uterus  about  the  same  age,  and  myomata  a little  earlier,  and 
(ii)  to  help  in  deciding  what  kind  of  treatment  is  to  be 
adopted ; (c)  occupation,  in  order  to  learn  if  any  causal  con- 
ditions exist,  such  as  lifting  heavy  weights,  long  hours  of 
standing,  luxurious  habits,  etc.;  {d)  residence,  for  future  refer- 
ence, especially  when  it  is  desirable  to  trace  the  result  of 
treatment ; former  residence  in  a malarious  or  tropical  climate 
should  also  be  noted;  (e)  condition  as  to  marriage,  keeping  in 
mind  that  a woman  may  be  single,  married,  or  widowed,  that 
she  may  have  been  twice  married,  and  that  she  may  be 
pregnant  although  unmarried  or  a widow  ; (/)  date  of  admis- 
sion (in  hospital  practice)  or  examination  (in  private  practice). 

2.  Complaint  and  Duration  of  Illness:  {a)  com- 
plaint, to  be  recorded  in  patient’s  own  words,  e.g.  a “ falling 
of  the  womb,”  “ hooding,”  “ white  discharge,”  “ pain  in  the 
back,”  etc. ; and  the  gynecologist  will  do  well  to  familiarise 
himself  with  the  popular  terminology  in  use  for  the  descrip- 
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tion  of  gynecological  complaints  in  the  part  of  the  country 
where  he  is  settled ; (&)  duration  of  illness  to  be  noted  as 
exactly  as  ]Dossible,  useful  time-marks  in  the  patient’s  history 
being  the  birthdays  of  her  children  ; and  from  this  information 
may  judge  as  to  acute  or  chronic  nature  of  malady. 

3.  General  History: 

(A)  Present  Attack  or  Illness,  as  to  (i)  date  of  com- 
mencement, (ii)  first  symptoms,  (iii)  mode  of  advance, 
(iv)  development  of  fresh  symptoms,  (v)  treatment  adopted, 
and  (vi)  effects  of  treatment ; do  not  ask  too  many  leading 
questions,  but  endeavour  to  prevent  patient  wandering  from 
the  point  and  giving  much  irrelevant  information. 

(B)  Previous  Health,  more  particularly  as  to  (i)  occur- 
rence of  similar  attacks,  and  (ii)  the  history  of  syphilitic  or 
gonorrhoeal  infection  (very  carefully  elicited,  and  not  by  direct 
interrogation). 

(C)  Diathesis  may  be  noted  {e.g.  when  a distinct  nervous, 
rheumatic,  or  gouty  constitution  is  present),  but  is  a some- 
what minor  detail. 

(D)  Social  Condition  and  Habits  must  be  carefully 
inquired  into,  and  (the  latter)  with  delicacy  and  tact,  special 
attention  being  paid  to  want  of  exercise,  indulgence  in  alcohol 
or  drug-taking  {e.g.  for  painful  menstruation),  and  tea-drinking 
in  excess. 

(E)  Family  Health,  especially  in  relation  to  occurrence 
of  cancer  (call  it  “ tumours  ”),  of  phthisis  (call  it  “ lung 
troubles  ”),  or  difficult  labours,  etc.,  in  near  relatives. 

4.  Sexual  History  : most  important  in  a gynecological 

case. 

(1)  Menstruation:  if  {a)  inquire  into  its  date 

of  commencement  (menarche),  its  type  (cyclical  recurrence), 
its  habit  (duration  and  quantity),  and  (in  elderly  women)  its 
date  of  disappearance  (menopause) ; and  the  reader  may  here 
usefully  re-read  the  section  dealing  with  menstruation  {vide 
pp.  26—32);  if  (h)  morbid  or  abnormal,  inquire  {a)  into  the 
form  of  the  abnormality,  e.g.  (i)  amenorrhoea,  or  absence  of 
menstruation,  including  oligomenorrhoea  (scanty  menstruation) 


GYNECOLOGICAL  DIAGNOSIS 


45 


and  cryptomenorrhoea  (concealed  or  retained  menstruation) ; 
(ii)  menorrhagia,  or  excessive  menstruation ; and  (hi)  dys- 
menorrhoea,  or  painful  menstruation ; and  (h)  into  the  degree 
of  the  abnormality  {e.g.  amount  of  excess,  presence  of 
clots,  character  of  the  pain,  etc.).  (Note. — The  physical 
examination  will  be  necessary  in  order  to  discover  the  cause 
of  the  abnormality ; but  the  student  may  here  profitably  read 
the  section  (q.v.)  dealing  with  “ Menstrual  Disorders.”) 

(2)  Intermensteual  Discharge  or  Pain  : there  may  be 
(a)  metrorrhagia,  or  a red  (blood)  discharge  in  the  intermen- 
strual  period  ; or  (&)  leucorrhoea,  a white  (or  yellow)  discharge, 
which  may  come  from  the  vulva  or  vagina  (acid  in  reaction), 
or  from  the  uterine  cervix  or  body  (alkaline  in  reaction),  and 
may  contain  various  histological  elements,  according  to  its 
origin ; or  (c)  Mittelschmerz,  or  Mid-Pain,  a pain  occurring  at 
the  mid  time  between  two  menstruations. 

(3)  Pareunia  : the  occurrence  of  pain  during  coitus  (dys- 
parcunia)  is  occasionally  a symptom  which  it  is  of  importance 
to  elicit;  but  usually  no  inquiries  need  be  made  under  this 
heading. 

(4)  Pregnancies  : inquire  (a)  as  to  number  of  preg- 
nancies the  patient  has  had,  including  those  that  ended 
prematurely  as  abortions ; (b)  the  dates  of  the  first  and  last, 
often  ascertained  most  easily  by  asking  the  ages  of  the 
youngest  and  of  the  oldest  child  ; (c)  the  number  of  abortions, 
the  age  of  the  pregnancy  {e.g.  third  month)  when  they 
occurred,  and  whether  medical  attention  was  sought  for  and 
obtained ; (d)  the  character  of  the  labours,  normal,  laborious, 
preternatural,  or  complex  ; (e)  the  course,  normal  or  abnormal, 
of  the  puerperal  periods,  especially  in  regard  to  the  occurrence 
of  fever  or  haemorrhage  in  the  days  following  labour ; and  (/ ) 
the  duration  and  course  of  the  lactations  or  nursing  periods, 
and  the  occurrence  of  mammary  troubles. 

5.  Local  Functional  Disturbances: 

(1)  Bladder  : inquire  whether  there  is  pain  during  or 
after  passing  water  (dysuria),  or  retention  (inability  to  pass 
water),  or  incontinence  (loss  of  power  of  holding  water),  for 
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such  symptoms  may  point  to  uterine  disorders  {e.g.  displace- 
ments) or  to  fistulm  {t.g.  vesico-vaginal). 

(2)  Eectum  : inquire  into  the  existence  of  habitual  or 
occasional  constipation,  or  of  diarrhoea,  or  of  pain  on  defeca- 
tion (emptying  of  the  bowel),  for  these  symptoms  may  be 
associated  either  as  causes  or  effects  of  uterine  and  ovarian 
troubles. 

(3)  Pelvic  Nerves  and  Muscles  : sometimes  pelvic 
pains  (sacralgia),  or  pains  shooting  down  the  thighs,  are 
associated  with  gynecological  diseases  {e.g.  cancer,  cellulitis)  ; 
sometimes,  also,  muscular  weakness  occurs  {e.g.  in  rupture  of 
the  perineum)  or  muscular  spasm  {e.g.  in  vaginismus). 

6.  General  Functional  Dep^angements  : although 
the  attention  of  the  practitioner  is  specially  directed  towards 
the  symptoms  localised  in  the  pelvic  organs,  he  must  not 
forget  to  inquire  into  the  occurrence  of  symptoms  in  the 
more  distant  parts  of  the  body  {e.g.  in  the  nervous,  respiratory, 
circulatory,  digestive,  and  urinary  systems) ; for  they  may 
have  a connection  with  the  gynecological  complaint,  either 
the  general  symptom  being  a consequence  of  the  pelvic 
trouble,  or  (less  commonly)  the  pelvic  symptom  indicating  a 
general  disease ; thus,  dyspnoea  may  be  a pressure  symptom 
due  to  a large  ovarian  cyst,  palpitation  may  be  caused  by 
metrorrhagia  in  uterine  fibroids,  and  pain  in  a distant  part 
{e.g.  the  heel)  have  its  origin  in  a urethral  caruncle,  while 
dysuria  may  be  the  result  of  renal'  disease,  and  pain  in  the 
back  indicate  lumbago  of  rheumatic  origin. 
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B. 

PHYSICAL  EXAMINATION  IN  GYNECOLOGY. 

1.  General  Appearance  and  Configuration  : to  be 
noted  when  the  patient  walks  into  the  room  and  during  the 
anamnesis,  e.g.  anaemic  or  cachectic  appearance,  abdominal 
enlargement,  crookback,  dwarfism,  etc. 

2.  Mammary  Glands:  these  are  examined  by  inspec- 
tion and  palpation,  in  order,  early  in  the  investigation,  to  get 
a hint  of  the  existence  of  pregnancy,  for,  in  dealing  with  a 
patient  supposed  to  be  gynecological,  this  possibility  must  be 
kept  in  mind ; “ ovarian  tumours  ” have  sometimes  turned 
out  to  be  pregnancies,  and  vice  versd ; therefore,  be  alert  to 
detect  any  or  all  of  the  seven  mammary  signs  of  pregnancy 
{q.v.  Essentials  of  Obsteteics,  pp.  26,  27);  in  other  cases 
the  breasts  are  examined  to  detect  mammary  abscess,  cyst, 
cancer,  or  fissure  of  nipple,  and  to  determine  their  capacity 
for  lactation. 

3.  Abdomen  : 

(1)  Inspection  : {a)  Method : position  of  patient,  dorsal, 
on  consulting-room  couch,  or  in  bed;  her  head  supported  on 
a pillow ; the  bladder  and  rectum  should  be  empty ; her 
clothes  are  drawn  up  to  her  waist  under  the  covering,  which 
is  then  folded  down  over  the  examiner’s  right  hand,  placed  at 
the  level  of  the  symphysis  pubis,  leaving  the  abdomen  but 
not  the  external  genitals  exposed ; (b)  Details  : note  state  of 
skin  (pigmentation,  etc.)  and  cutaneous  veins ; condition  of 
distension,  local  or  general ; and  umbilicus  (depressed,  flat- 
tened out,  herniated) ; (c)  Description  : in  recording  what  is 
oKserved,  make  use  of  the  regional  division  of  the  abdomen 
into  nine  areas  by  two  horizontal  lines  (upper  one  joining 
tenth  costal  cartilages  at  their  most  prominent  parts,  lower 
one  uniting  the  two  iliac  crests  where  most  prominent),  and 
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two  vertical  ones  (from  eighth  costal  cartilage  to  mid  point  in 
Poupart’s  ligament  on  each  side);  for,  in  this  way,  swellings 
and  other  irregularities  can  be  localised  in  one  or  other  or 
several  of  these  areas.  {Note. — The  student  should  recall  to 
his  memory  the  anatomical  contents  of  each  region.) 


Right  Hypochondriac 

Epigastric 

Left  Hypochondriac 

Right  Lumbar 

Umbilical 

Left  Lumbar 

Right  Iliac 

Hypogastric 

Left  Iliac 

(2)  Palpation  : {a)  Method : with  warmed  hands  (wash 
in  hot  water,  which  both  warms  and  increases  tactile  sense  of 
skin)  palpate  firmly  and  deeply,  beginning  with  the  lower 
zone  of  regions  (iliacs  and  hypogastric)  ; patient  should  lie 
easily  and  comfortably,  with  her  knees  drawn  up,  and  should 
be  engaged  in  conversation,  so  as  to  relax  the  abdominal 
muscles ; (h)  Details : note  feeling  and  thickness  of  skin  and 
subcutaneous  tissue ; sensation  of  resistance  or  tenderness  or 
fluctuation  at  any  part ; size,  shape,  and  consistence  of  any 
swelling  found  either  in  the  abdominal  walls  or  cavity,  and 
its  connection  with  the  pelvic  structures  \_Note. — The  hand 
cannot  be  insinuated  at  the  pelvic  brim  below  tumours  which 
have  grown  up  out  of  the  pelvis]  and  other  organs  ; presence 
of  swellings  {e.g.  enlarged  glands  or  herniae)  in  the  inguinal 
regions,  as  indicative  of  possible  venereal  mischief  or  inflam- 
mation of  vulva  and  lower  part  of  vagina. 

(3)  Pekcussion  : {a)  Method  : make  deep  percussion,  as  a 
rule,  first  with  patient  on  the  back  and  then  lying  on  the 
side  and  sitting  up  ; (&)  Details : from  percussion  note  we  can 
often  determine  more  exactly  the  outlines  and  nature  of 
abdominal  swellings,  their  relations,  and  the  presence  or 
absence  of  free  fluid. 

(4)  Auscultation:  {a)  Method:  with  stethoscope,  usually 
in  the  hypogastric  and  iliac  areas  ; (h)  Details  : the  results 
are  generally  negative  {e.g.  no  foetal  heart  sounds),  but  may 
hear  uterine  souffle  (in  myomata),  and,  of  course,  pregnancy 
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may  be  present  although  the  case  has  been  hitherto  regarded 
as  non-obstetrical. 

(5)  Mensuration  : (a)  Method : tape  measure  or  cyrto- 
meter ; (h)  Details  may  be  useful  in  estimating  rate  of  growth 
of  abdominal  enlargement. 

4.  Inspection  of  Pudenda  : only  necessary  if  there  is 
suspicion  of  gonorrhoea  or  syphilis,  when  something  is  said 
“ to  come  down  ” either  in  front  {e.g.  prolapsus  nteri)  or 
behind  {e.g.  piles),  or  if  there  is  local  tenderness  {e.g. 
Bartholinian  abscess,  or  urethral  caruncle) ; do  not,  in  other 
cases,  make  this  a routine  practice. 

5.  Examination  per  V agin  am  : 

(1)  Indications  : {a)  in  all  women  who  are  married  and 
who  complain  of  symptoms  pointing  (even  indistinctly)  to 
a pelvic  cause ; if  refused,  then  (save  in  the  case  of  very 
nervous  women  seen  for  the  first  time  and  in  whom  the 
symptoms  are  not  urgent)  the  gynecologist  should  not 
consent  to  deal  with  the  case ; (&)  in  unmarried  women  in 
whom  the  pelvic  symptoms  are  neither  urgent  nor  long 
continued,  it  is  well  to  try  first  general  or  medicinal  means 
of  treatment,  but  if  these  fail  a vaginal  examination  should 
be  no  longer  postponed,  e.g.  in  (a)  menorrhagia,  (yS) 
amenorrhoea,  and  (7)  dysmenorrhoea  which  have  not  been 
benefited  by  such  means  as  {a)  regulation  of  the  bowels, 
{j3)  iron  and  arsenic,  and  (7)  such  a simple  remedy  (in 
3i  doses)  as  spiritus  chloroformi  and  spiritus  ammonias 
aromatici  (aa.  ^^ss)  made  up  with  liquor  ammonias  acetatis 
(^i) ; the  value  of  the  rectal  examination  in  young  un- 
married women  is  undoubted,  but  it  is  not  free  from 
objection. 

Note. — The  word  examination,  if  unqualified  by  “ of  the 
chest  ” or  “ of  the  lungs  ” is  understood  by  women  to  mean 
“ the  vaginal  ” ; the  presence  of  menstruation,  save  in 
emergencies,  contraindicates  the  vaginal  examination. 

(2)  Method  : the  patient  lies  on  her  left  side,  with  her 
hips  near  the  edge  of  the  couch  or  bed,  and  with  the  knees 
drawn  up  towards  the  abdomen ; the  gynecologist  thoroughly 
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washes  his  hands  with  soap  and  water  (using  the  nail  brush), 
and  anoints  the  fore  and  middle  fingers  of  the  right  hand 
with  vaseline  (to  facilitate  entrance  and  give  sensitiveness) ; 
he  then  folds  these  two  fingers  up  in  the  palm  and  passes 
his  hand  towards  the  posterior  part  of  the  vulva,  separating 
and  keeping  out  of  the  way  the  patient’s  garments  or  the 
bedclothes  with  his  left  hand  as  he  does  so ; haviug  reached 
the  perineum  he  extends  the  fore  and  middle  fingers  of  the 
right  hand  and  introduces  them  into  the  vaginal  orifice  which 
lies  immediately  in  front.  {NoU. — It  is  well  to  practise  the 
use  of  the  left  hand,  for  the  position  of  the  patient  or  the 
couch  may  make  it  necessary  for  the  examination  to  take 
place  with  the  woman  lying  on  her  right  side.) 

(3)  Details  to  be  Noted  : observe  in  order  the 
following  points : — 

{a)  Condition  of  the  vaginal  orifice : whether  it  be 
patulous  or  narrow,  the  state  of  the  perineum  (intact, 
ruptured,  and  to  what  extent),  presence  of  growths  attached 
to  labia,  protrusion  of  masses  through  vulva,  pain  or  painful 
spasm  (vaginismus)  at  orifice. 

(&)  Condition  of  the  walls  and  cavity : size  and  shape  of 
canal,  presence  or  absence  of  rugae  on  walls,  temperature  and 
moisture,  tumours  attached  to  walls  or  lying  in  canal,  foreign 
bodies  (plugs,  pessaries),  discharge  (secretion)  and  character. 

(c)  Condition  of  cervix  uteri  and  os : form,  size,  consis- 
tence, position,  mobility,  and  direction  of  cervix ; form,  size, 
and  direction  of  os ; state  of  lips  of  os  (fissured,  lacerated, 
swollen) ; projection  of  tumours,  fragments  of  abortion  sac,  or 
pessaries  through  os.' 

(d)  Condition  of  posterior  vaginal  fornix  or  fossa  (keeping 
in  mind  anatomical  relations) : presence  of  any  swelling  in 
it  which  causes  it  to  project  into  the  vaginal  canal ; such  a 
swelling  may  be  {a)  feces  in  rectum,  tumours,  (/S)  cellulitic 
(inflammatory)  deposit  round  rectum,  (7)  inflammatory 
deposit  or  effusion  or  ascitic  fluid  in  pouch  of  Douglas, 
(8)  body  of  retroverted  or  retroflexed  uterus  (moving  with 
cervix),  (e)  tumour  (fibroid)  attached  to  posterior  wall  of 
uterus,  (0  prolapsed  or  enlarged  ovary  or  Fallopian  tube 
{e.g.  tubal  pregnancy)  in  pouch  of  Douglas,  (?;)  abdominal 
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organs  {e.g.  kidney)  or  tumours  growing  from  them  which 
have  gravitated  into  pouch  of  Douglas. 

(e)  Condition  of  anterior  fornix  (keeping  in  mind 

anatomical  relations) ; a firm  body  felt  through  it  may  be 
body  of  uterus  with  or  without  tumour  attached,  cellulitic 
deposit,  tumour  or  stone  in  bladder,  or  displaced  ovary  or 
tube. 

(/)  Condition  of  lateral  fornices  (keeping  in  mind 

anatomical  relations) ; a swelling  felt  at  side  may  be  cellu- 
litic deposit  in  broad  ligament,  extra-uterine  pregnancy, 
ovarian  or  tubal  growth,  or  hsematoma ; posteriorly  a tense 
or  contracted  utero-sacral  ligament  may  be  felt.  {Note. — 

Morbid  states  in  the  lateral  fornices  are  usually  associated 
with  uterine  displacement.) 

6.  Bimanual  Examination:  most  important ; the  per 
vaginam  is  simply  the  first  stage  of  the  bimanual. 

(1)  Indications  ; are  the  same  as  those  for  the  vaginal 
examination  {q.v.  antea) ; contraindications  are  acute  inflam- 
mation and  advanced  cancer  of  uterus. 

(2)  Method  and  Details  : {a)  the  patient  assumes  the 
dorsal  posture  in  an  easy  attitude  (head  comfortably 
supported,  thighs  flexed  on  the  abdomen  and  abducted  and 
rotated  slightly  outwards,  and  heels  resting  on  the  couch  or 
bed) ; (b)  the  gynecologist  keeps  the  fore  and  middle  fingers 
of  the  right  hand  in  the  vagina  (as  during  the  per  vaginam) 
and  places  them  in  contact  with  the  vaginal  portion  of  the 
cervix  with  the  palmar  surface  turned  forwards ; the  thumb 
lies  over  the  left  labium  majus  and  the  little  and  ring 
fingers  are  folded  in  the  palm  of  the  hand ; he  then  places 
the  tips  of  the  fingers  of  the  left  (or  “ abdominal  ”)  hand 
upon  the  anterior  abdominal  wall  in  the  middle  line  about 
two  inches  above  the  symphysis  pubis ; the  actual  palpation 
can  now  be  begun ; (c)  with  the  internal  hand  the  perineum 
is  pressed  backward  and  the  cervix  is  pushed  upward,  so  that 
the  fingers  touching  it  lie  in  the  axis  of  the  pelvic  brim ; the 
fingers  of  the  external  hand  then  press  downwards  into  the 
brim,  and  if  the  uterus  is  lying  to  the  front,  the  fingers  in 
the  vagina  feel  an  impact  against  them  from  the  cervix,  and 
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this  demonstrates  that  the  uterus  is  in  its  usual  position  and 
is  between  the  two  examining  hands ; the  learner  may  now 
reverse  the  procedure  and  press  with  the  internal  fingers 
sharply  upwards,  when  he  ought  to  feel  the  body  of  the 
uterus  roll  under  his  external  hand  placed  on  the  abdomen ; 
when  the  uterus  is  displaced  backwards  or  much  to  the  side, 
the  fingers  of  the  examiner’s  two  hands  will  feel  each  other 
through  the  intermediate  tissues ; {T)  the  process  above 
described  is  now  repeated  for  the  other  parts  and  structures, 
the  fingers  palpating  the  sides  and  the  back  of  the  pelvis  so 
as  to  note  the  size,  consistence,  form,  and  relations  of  the 
organs,  growths,  deposits,  etc.,  lying  there ; (e)  skill  in  this 
method  of  examining  is  only  attained  by  constant  practice, 
but  when  gained  it  is  invaluable ; (/)  it  is  necessary  for 
the  bladder  and  rectum  to  be  empty  before  a satisfactory 
bimanual  examination  can  be  made ; and  it  is  well  to  take 
in  order  all  the  organs  and  structures  in  the  pelvis  and 
examine  each  in  turn  (do  not  be  satisfied  with  the  detection 
of  one  lesion,  e.g.  retroversion  of  uterus) ; {g)  a typically 
easy  case  is  one  in  which  the  abdominal  walls  are  thin  and 
relaxed,  the  vagina  roomy,  the  uterus  slightly  enlarged  {e.g.  a 
multiparous  woman  some  days  after  labour),  while  a typically 
difficult  one  is  found  when  the  abdominal  walls  are  thick  and 
rigid,  the  vagina  short  and  narrow,  and  the  uterus  poorly 
developed  {e.g.  a nervous  nulliparous  woman  with  an 
infantile  uterus) ; iji)  the  rationale  of  the  bimanual  is  found 
in  the  displacement  of  the  segments  of  the  pelvic  floor 
(the  posterior  being  driven  backwards  and  the  anterior 
upwards)  and  in  the  ease  with  which  the  uterus  can 
be  pressed  against  the  anterior  segment  by  the  external 
hand. 

(3)  Varieties  : {a)  the  form  of  bimanual  above  described 
is  the  commonest,  and  may  be  named  abdomino-vaginal ; but 
(5)  the  recto-abdominal  (middle  Anger  of  right  hand  in  the 
rectum,  and  left  hand  over  abdomen)  may  be  used,  especially 
for  the  detection  of  structures  lying  behind  the  uterus,  or 
in  recto-vaginal  septum ; or  (c)  the  recto-vagino-abdominal 
(middle  Anger  of  right  hand  in  rectum,  forefinger  in  vagina, 
and  left  hand  over  abdomen)  may  be  employed  under  similar 
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circumstances,  and  in  order  to  get  a very  thorough  knowledge 
of  the  pelvic  contents. 

(4)  Aids  in  pekfokming  the  Bimanual:  (g)  the  use  of 
an  ancesthetic^  (b)  the  presence  of  the  sound  in  the  uterus,  (c) 
the  downward  traction  of  the  uterus  by  a volsdla,  and  (c?) 
the  presence  of  a sound  in  the  bladder  will  be  of  service  in 
difficult  cases. 

6g.  Rectal  Examination  : an  occasional  procedure  in 
Gynecology. 

(1)  Indications  : {a)  when  the  conditions  found  by  the 
bimanual  examination  do  not  adequately  account  for  patient’s 
symptoms  and  state ; (b)  when  there  are  symptoms  pointing 
directly  to  anal  or  rectal  disease ; (c)  when  the  patient  is  an 
unmarried  girl  or  woman,  and  the  vaginal  touch  is  contra- 
indicated ; {dj)  when  a body  lying  posterior  to  the  uterus  has 
been  detected  per  vaginam  but  not  identified ; and  (e)  when 
thfe  vaginal  touch  is  impossible  on  account  of  atresia,  stenosis, 
or  vaginismus,  or  from  the  presence  of  a tumour. 

(2)  Method  : (a)  before  removing  the  fingers  from  the 
vagina  the  anterior  rectal  wall  may  be  exposed  by  everting 
it  through  the  anus ; this  is  done  by  hooking  the  two 
“ vaginal  ” fingers  backward  towards  the  coccyx  and  then 
pressing  them  outward  towards  the  anus  (Storer’s  method) ; 
in  this  way  the  rectal  mucosa  may  be  inspected  and  the  use 
of  a rectal  speculum  rendered  unnecessary  ; (b)  more  commonly 
rectal  “ touch  ” is  performed ; the  patient  lies  on  the  side  or 
back ; the  gynecologist  washes  his  hands  and  draws  the  tip 
of  his  middle  or  index  finger  sharply  across  a cake  of  soap 
(in  this  way  the  crevice  below  the  nail  is  filled  with  soap, 
which  prevents  faecal  matter  lodging  there,  while  the  soap 
can  easily  be  removed  after  the  examination) ; the  finger  is 
then  covered  well  with  vaseline  and  introduced  slowly  and 
with  a semi-rotatory  movement  into  the  anus,  and  directed 
at  first  forwards  and  then  backwards  and  upwards ; (c)  rarely, 
the  patient  is  put  in  the  genu-pectoral  position,  and  the 
inspection  of  the  rectum  (distended  with  air)  is  carried  out 
with  the  help  of  a proctoscope,  or  (rarely)  a sigmoidoscope, 
and  an  electric  light  (on  the  examiner’s  forehead),  as  practised 
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by  Howard  Kelly ; (rf)  the  emptying  of  the  rectum  by 
medicine  or  an  enema  is  a necessary  preliminary  to  these 
methods  of  examination. 

(3)  Details  to  be  noted  : in  practising  rectal  touch, 
note  {a)  the  presence  of  piles  (external  or  internal),  fissures, 
polypi,  or  strictures  in  the  canal ; (&)  the  direction,  mobility, 
and  relations  of  the  coccyx,  and  its  tenderness  (coccygodynia)  ; 
(c)  the  state  of  the  cervix  and  body  of  the  uterus  as  felt 
through  the  anterior  rectal  wall ; {L)  the  presence  and  nature 
of  bodies  behind,  above,  or  at  the  sides  of  the  uterus  (only 
possible  if  the  uterus  be  depressed  by  the  left  hand  over  the 
abdomen,  or  drawn  down  by  a volsella  in  the  vagina  attached 
to  the  cervix). 

7.  Examination  aided  by  the  Use  of  Instruments  : 

(I)  Vaginal  Speculum. 

(1)  Spatulak  Variety  of  Vaginal  Speculum:  this 
variety,  including  the  well-known  Sims’  speculum,  is  the 
most  useful,  and  the  only  truly  scientific  type. 

{a)  Description : Sims’  speculum  is  really  a double 

perineal  retractor  (in  an  emergency  a spoon  handle  bent  at 
an  angle  will  serve  the  purpose),  and  consists  of  a handle 
with  a “ duck-bill  ” blade  at  each  end  at  right  angles  to  the 
handle ; each  blade  is  concave  anteriorly  and  the  one  is 
larger  than  the  other;  the  whole  instrument  is  made  of 
metal ; there  are  many  modifications,  in  one  (Bozeman’s)  the 
blades  are  attached  to  the  handle  at  a slightly  acute  angle, 
and  in  another  (Simon’s)  there  are  several  blades  of  different 
sizes  and  shapes,  which  can  all  be  fixed  to  the  same  handle. 

(&)  Method  of  Use : (1)  the  position  of  the  patient  is  the 
most  important  factor  in  the  successful  use  of  spatular 
specula:  she  may  be  placed  in  the  genu-pectoral  position, 
but  since  this  is  irksome,  the  semi-prone  or  Sims’  position  is 
that  commonly  employed  for  purely  diagnostic  purposes:^ 
she  lies  on  her  left  side  and  partly  on  her  face  on  the  couch, 
with  the  left  arm  drawn  out  from  under  her  and  hanging 

^ In  operative  work  it  is  common  to  use  the  spatular  speculum,  witli  the 
patient  in  the  lithotomy  position. 
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over  the  edge  of  the  couch  next  to  the  gynecologist,  and  with 
her  thighs  flexed  upon  the  abdomen,  the  right  one  being 
drawn  up  further  than  the  left  so  as  to  touch,  with  its  inner 
aspect,  the  couch  above  it ; in  this  posture  the  pelvis  is 
higher  than  the  abdomen,  and,  therefore,  when  the  lips  of 
the  vulva  are  separated  and  the  perineum  retracted,  air 
rushes  into  the  vagina  through  the  displacement  diaphragm- 
wards  of  the  anterior  segment  of  the  pelvic  floor ; (2)  Mode 
of  Application  : the  blade  to  be  used  is  now  chosen,  and  the 
instrument  is  washed,  warmed,  and  vaseline  is  applied  to  the 
convex  surface  of  the  blade  chosen ; the  other  blade  is  then 
grasped  in  the  left  hand  while  two  Angers  of  the  right  hand 
separate  the  labia ; the  blade  is  carried  into  the  vagina  and 
pushed  onwards,  following  the  curve  of  the  posterior  vaginal 
wall  till  it  rests  in  the  posterior  fornix ; if  the  perineum  is 
now  retracted,  and  the  tip  of  the  blade  tilted  forward,  the 
vagina  balloons  and  a good  view  is  obtained  of  the  cervix, 
the  fornices,  and  the  walls ; if  any  further  manipulation  is 
intended,  it  is  almost  essential  to  have  an  assistant  (not 
necessarily  a trained  one)  to  hold  the  speculum  in  position 
(Auvard’s  self-retaining  duck-bill  speculum,  with  its  handle 
weighted  with  lead,  can  only  be  used  in  the  lithotomy 
position). 

{a)  Advantages  and  Disadvantage : the  great  advantage 
of  the  spatular  over  the  other  forms  of  speculum  is  that,  by 
utilising  the  separation  of  the  segments  of  the  pelvic  floor 
produced  by  the  effect  of  posture,  it  converts  a closed  canal 
into  an  open  cavity,  and  so  gives  a better  view  of  all  the 
internal  parts ; apart  from  diagnosis,  it  makes  possible  a long 
series  of  minor  and  major  gynecological  operations  on  the 
uterus  and  vagina ; its  sole  disadvantage  is  the  need  for 
an  assistant  to  hold  it  in  position  if  the  gynecologist 
contemplates  operative  interference  or  further  diagnostic 
manipulations  {e.g.  use  of  uterine  sound). 

{d)  Cautions : use  gentleness ; avoid  traction  on  vulvar 
hairs ; obtain  a good  light  (daylight  or  portable  electric  light, 
e.g.  on  forehead) ; and  precede  use  of  speculum  by  per  vaginal 
and  bimanual  examinations. 

{e)  Contraindications : menstruation,  pregnancy  (as  a rule), 
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acute  inflammation,  cancer  of  cervix,  and  virginal  state  (as 
a rule). 

(2)  Tubulak  Variety  of  Vaginal  Speculum:  this 
variety,  represented  by  the  so-called  Fergusson  speculum,  is 
now  only  used  for  diagnostic  purposes  by  the  general 
practitioner. 

(a)  Description : is  tubular  in  shape,  with  a proximal 
trumpet-shaped  end  (to  be  held  in  the  hand),  and  a distal 
bevelled  end,  in  which  the  cervix  lies  (when  the  instrument 
is  in  position) ; the  bevelling  gives  the  tube  a short  (anterior) 
side,  and  a longer  (posterior)  one  to  suit  the  shape  of  the 
vagina ; the  maker’s  name  (Fergusson)  is  often  found  at  the 
proximal  end  of  the  anterior  side ; three  sizes  are  common, 
measuring  from  a half  to  two  inches  in  diameter,  and  they 
fit  into  each  other,  forming  a “ nest,”  but  they  are  generally 
made  too  long  for  the  normal  vagina ; the  material  is  glass, 
coated  with  quicksilver,  and  covered  with  vulcanite  or  caout- 
chouc, and  varnished ; but  it  may  be  made  of  metal,  ivory, 
porcelain,  or  celluloid. 

Q>)  Mode  of  Use : (1)  the  patient  lies  on  the  left  side, 
with  hips  near  edge  of  couch  and  raised ; (2)  warm  the 
speculum,  and  inspect  it  to  see  that  there  is  no  crack  in  the 
glass ; put  vaseline  on  its  outer  aspect ; with  the  left  hand 
raise  the  patient’s  right  buttock  and  separate  the  labia  with 
the  fingers ; hold  the  proximal  end  of  the  speculum  in  the 
right  hand  (thumb  and  three  fingers)  and  introduce  the  distal 
end  into  the  vaginal  orifice,  keeping  it  well  back  (sensitive 
parts  are  in  front),  and  push  it  onwards  and  upwards, 
keeping  the  short  side  to  the  front  (guided  by  maker’s 
name)  until  it  meet  with  resistance ; then  look  through  it, 
and  may  find  cervix  is  engaged  in  the  end  of  it,  but  if 
not,  withdraw  it  slightly  and  reintroduce  till  get  view  of 
cervix ; with  cotton  wool  on  a sound  remove  mucus  from 
cervix,  so  as  to  see  it  better. 

(c)  Advantages  and  Disadvantages : its  advantages  are  that 
it  can  be  easily  introduced,  involves  slight  exposure,  is  self- 
retaining,  and  does  not  necessitate  the  assumption  of  the 
Sims’  position ; but  its  disadvantages  are  that  it  gives  no 
view  of  the  vaginal  walls,  that  it  brings  together  (in  a 
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deceptive  way)  the  lips  of  a torn  cervix,  that  it  makes  it 
very  difficult  to  use  any  other  means  of  diagnosis  in  associa- 
tion with  it  {e,.g.  curved  sound  or  volsella),  and  that  it  is 
useless  for  the  performance  of  any  of  the  minor  operations 
of  gynecology  (save  that  of  applying  caustic  to  the  cervix). 

(3)  Valvular  Variety  of  Vaginal  Speculum:  this 
variety,  of  which  there  are  many  types  (Cusco’s,  Eeid’s, 
Barnes’  ISTeugebauer’s,  and  Gau’s,  which  are  bivalve,  and 
Nott’s,  which  is  a trivalve),  has  much  the  same  sphere  of 
usefulness  as  the  tubular. 

(a)  Description : Cusco’s  instrument  consists  of  two  metal 
blades,  jointed  to  each  other  at  their  bases,  and  having  a 
thumbpiece  by  which  they  can  be  separated,  and  an  apparatus 
(travelling  nut  on  a screw)  by  which  the  degree  of  separation 
can  be  regulated  and  fixed ; in  Eeid’s  speculum  the  blades 
are  separable  and  move  on  parallel  bars ; Neugebauer’s 
speculum  really  consists  of  the  blades  of  a Sims’  speculum 
separated  and  acting  as  two. 

(&)  Mode  of  Use : (1)  patient  in  same  position  as  for  the 
tubular  variety ; (2)  speculum  is  warmed  and  has  vaseline 
applied  on  the  outer  aspect;  it  is  introduced  closed,  with  its 
blades  right  and  left  (to  suit  the  vaginal  orifice  and  labia) ; 
it  is  held  in  the  right  hand,  the  fingers  of  the  left  separating 
the  labia ; when  passed  within  the  orifice,  it  is  turned  round, 
so  that  the  blades  are  anterior  and  posterior  (to  suit  vaginal 
walls),  that  with  the  screw  being  posterior ; the  blades  are 
then  opened  and  fixed  by  the  screw ; in  removing  it  the 
blades  must  first  be  closed ; both  in  introducing  and  in 
withdrawing  it  care  must  be  taken  not  to  catch  vulvar  hairs 
in  it  or  pinch  up  the  vaginal  walls  with  the  blades. 
{Note. — The  above  description  applies  specially  to  Cusco’s 
instrument;  if  Neugebauer’s  be  used,  the  larger  blade  is 
introduced  like  a Sims’,  the  smaller  is  passed  into  the  vagina 
along  the  anterior  wall,  and  fits  into  the  larger  blade.) 

(c)  Advantages  and  Disadvantages:  its  advantages  are  those 
of  the  tubular  type ; so  are  its  disadvantages ; but  it  also 
causes  great  separation  of  the  lips  of  a torn  cervix,  and  may 
thus  mask  the  lesion,  and  the  vaginal  walls  may  prolapse 
between  the  blades  and  obscure  the  view. 
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{Note. — The  speculum,  as  a means  of  diagnosis,  is  more 
useful  to  the  beginner  than  to  the  practised  gynecologist,  who 
has  developed  his  skill  in  the  use  of  the  vaginal  and  bimanual 
methods ; educated  touch  will  give  nearly  all  the  information 
obtainable  by  sight.) 

(II)  VOLSELLA. 

{a)  Description  : is  a pair  of  metal  toothed  forceps ; the 
blades  are  separable  and  are  secured  by  a pin,  the  handles  are 
provided  with  a simple  fixing  apparatus  {e.g.  a metal  clasp), 
the  whole  instrument  has  a slight  pelvic  curve,  and  each 
blade  has  one,  two,  or  (best)  three  teeth ; it  should  be  from 
eight  to  nine  inches  in  length. 

(&)  Mode  of  Use:  (1)  if  it  be  intended  to  introduce  the 
volsella  by  touch  alone,  then  the  patient  lies  on  the  left  side, 
or  semi-prone ; the  examiner  passes  two  fingers  (index  and 
middle)  of  the  right  hand  into  the  vagina  and  touches  the 
cervix  (anterior  lip)  with  them ; then,  holding  the  volsella  in 
his  left  hand,  he  passes  it  in,  guiding  it  along  the  fingers  of 
his  right  hand,  and  seizes  the  cervical  lip  with  it ; traction 
is  now  made  (force  of  from  three  to  seven  pounds  may  be  safely 
used),  and  the  cervix  drawn  down  to  the  vulva;  (2)  if  it  be 
the  gynecologist’s  purpose  to  introduce  the  volsella  through  a 
speculum,  then  the  patient  lies  in  the  semi-prone  or  (especi- 
ally for  operative  purposes)  in  the  lithotomy  position ; the 
cervix  is  exposed  and  grasped  by  the  volsella,  the  examiner 
guiding  the  instrument  by  sight.  If  the  gynecologist  be 
single-handed,  he  may  fix  the  volsella  by  a tape  to  the 
patient’s  dress,  or  to  the  bedclothes ; with  the  help  of  the 
volsella,  and  with  the  patient  in  the  semi-prone  position,  as 
good  a view  (or  better)  may  be  obtained  of  the  vagina  and 
cervix  as  with  any  speculum.  Dor  operative  purposes  two 
volsellse  may  be  used,  one  for  each  lip. 

(c)  Kationale  of  Use  : the  mobility  of  the  uterus  and 
of  the  anterior  segment  of  the  pelvic  floor  permits  the  down- 
ward displacement  of  the  organ,  and  the  small  degree  of 
sensitiveness  of  the  cervical  tissues  lessens  the  discomfort  to 
the  patient  arising  from  the  bite  of  the  instrument. 

{d)  Diagnostic  Uses:  the  volsella  serves — (1)  for  bring- 
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ing  parts  within  the  range  of  vision,  thus  the  cervix,  vaginal 
roof,  and  vaginal  walls  can  be  directly  inspected  for  lacera- 
tions, polypi,  fistulse,  erosions,  ulcerations,  and  the  like;  (2) 
for  bringing  these  parts  within  the  range  of  touch,  aided  by 
vision  ; (3)  for  determining  the  relation  of  abdominal  tumours 
to  the  uterus,  downward  descent  of  that  organ  being  accom- 
panied by  descent  of  the  tumour  if  it  be  uterine,  and  by  no 
change  in  its  position  if  it  be  not ; (4)  for  exploring  structures 
or  organs  {e.g.  ovaries)  lying  behind  the  uterus,  especially 
when  the  use  of  the  volsella  is  combined  with  the  practice 
of  rectal  touch ; (5)  as  an  aid  in  the  passage  of  the  uterine 
sound  or  curette. 

(e)  Theeapeutic  Uses  : although  we  are  here  concerned 
with  diagnosis,  it  may  be  borne  in  mind  that  the  uses  of 
the  volsella  (along  with  other  instruments)  in  treatment  are 
numerous — (1)  operations  on  the  cervix  (amputation,  repair  of 
lacerations,  removal  of  growths)  ; (2)  operations  on  the  vaginal 
walls  (fistulee,  curettage,  colporrhaphy) ; (3)  operations  on  the 
uterine  interior  (curettage,  enucleation  of  fibroids,  insertion 
of  tents  or  pessaries) ; (4)  extirpation  of  the  uterus  (hyster- 
ectomy), or  of  small  ovarian  cysts  (vaginal  ovariotomy) ; (5) 
exploration  of  the  lower  part  of  the  peritoneal  cavity 
(colpotomy) ; (6)  replacement  of  retroverted  uterus  (e.g.  in 
pregnancy) ; and  (7)  massage  of  the  pelvic  organs. 

(/)  CONTEAINDICATIONS : (1)  pregnancy  (save  in  cases  of 
retroversion,  when  may  be  used  with  care  as  aid  in  reposition 
of  uterus) ; (2)  menstruation ; (3)  acute  peritonitis  or  cellu- 
litis ; (4)  dilated  Fallopian  tubes,  especially  in  pyosalpinx ; 
(5)  hsematocele  and  tubal  gestation;  (6)  cancer  of  the 
cervix. 

(IP)  TENACULUM:  little  used  nowadays. 

(a)  Description  ; the  tenaculum  consists  of  a metal  rod 
tapering  to  the  end,  the  end  being  a sharp  hook. 

(b)  Uses  : all  the  purposes  for  which  it  has  been  recom- 
mended are  better  performed  by  the  volsella,  save  perhaps 
its  employment  in  operations  for  vesico-vaginal  fistulae.  Two 
tenacula  may  be  used  as  a volsella  in  diagnosing  cervical 
tears. 
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(III)  Uterine  Sound. 

(а)  Historical  Note  : a uterine  sound  is  said  to  have 
been  known  to  the  ancients,  but  this  is  doubtful,  as  a clear 
distinction  was  not  drawn  by  them  between  the  os  uteri  and 
the  orifice  of  the  vagina ; in  1843,  J.  Y.  Simpson  (Edinburgh), 
Huguier  (Paris),  and  Kiwisch  (Prague),  almost  simultaneously 
invented  an  instrument  for  sounding  the  uterine  interior,  and 
the  first  (Simpson)  effectually  established  its  value  by  abundant 
clinical  evidence ; its  introduction  marked  a great  advance  in 
the  perfection  of  gynecological  diagnosis. 

(б)  Description  ; (1)  J.  Y.  Simpson’s  sound  was  a curved 

rod  of  German  silver,  1 2 inches  long,  with  a rounded  end,  and 
with  an  oval  handle  roughened  on  one  side  (that  which 
corresponded  with  the  concavity  of  the  curve  of  the  stem) ; 
the  rod  had  several  markings  on  it  at  1^,  2^,  4^,  5^, 

6|,  7|-,  and  inches  from  the  point ; (2)  A.  R.  Simpson’s 
sound  is  more  useful ; it  is  a rod  of  copper,  nickel-plated, 
about  3 inches  shorter,  with  a smaller,  and  nearly  square, 
handle,  and  with  only  four  markings  on  it  (a  circular  ridge 
at  2 1,  a groove  at  3^,  a double  ridge  at  4^,  and  a groove 
at  5 ^ inches  respectively) ; these  modifications  enable  the 
gynecologist  to  use  the  sound  in  association  with  the  bimanual 
examination,  increase  its  pliability,  and  diminish  the  risk  of 
fracture  near  the  point ; the  uterine  probe  {e.g.  Playfair’s)  is 
simply  a modified  sound  (lighter  and  more  pliable). 

(c)  Contraindications:  (1)  pregnancy;  (2)  menstrua- 
tion ; (3)  acute  inflammation  of  uterus,  ovaries,  or  pelvic 
peritoneum  ; and  (4)  cancer  of  cervix  or  body  of  uterus. 

(d)  Dangers:  (1)  production  of  abortion;  (2)  introduc- 
tion of  sepsis ; (3)  perforation  of  uterine  wall. 

{e)  Preliminary  Precautions  : the  dangers  being  what 
they  are,  it  is  necessary — (1)  to  ascertain  carefully  the  date 
of  the  last  menstruation,  and  if  the  patient  has  passed  one  or 
more  periods,  to  refrain  from  examining  with  the  sound,  lest 
she  be  pregnant,  and  so  the  gynecologist  unwittingly  cause 
abortion;  (2)  to  perform  a careful  bimanual  for  the  same 
purpose  (to  exclude  pregnancy),  and  to  get  an  idea  of  the 
direction  of  the  uterus  {Note. — The  patient  may  mislead 
the  gynecologist  either  intentionally  or  unintentionally  in 
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regard  to  her  menstrual  dates) ; (3)  to  sterilise  the  instru- 
ment, and  to  cleanse  the  patient’s  vulva  and  vagina ; (4) 
give  the  sound  the  curve  which  the  bimanual  has  shown  to 
be  necessary. 

(/)  Mode  of  Use:  (1)  touch  alone:  with  the  patient 
in  the  dorsal,  left  lateral,  or  semi-prone  position,  the  gyne- 
cologist introduces  the  forefinger  of  his  right  hand  into  the 
vagina  and  touches  the  anterior  lip  of  the  cervix ; then 
holding  the  sound  in  his  left  hand,  he  passes  it  up  along  the 
vaginal  finger  until  the  point  enters  the  os ; (a)  if  he  has 
ascertained  (by  the  bimanual)  that  the  uterus  is  retroverted, 
he  now  simply  carries  the  handle  of  the  sound  forwards,  when, 
almost  by  its  own  weight,  the  intrument  passes  into  the  interior 
of  uterus  ; (^)  if,  however,  the  uterus  lie  to  the  front,  then  the 
sound  requires  to  be  rotated,  so  as  to  make  the  concavity  of 
the  curve  look  forwards,  and  this  is  done  by  carrying  the 
handle  round  “ the  arc  of  a wide  semi-circle  ” (till  the  rough 
surface  on  it  is  anterior),  and  then  bringing  the  handle  back 
to  the  perineum,  when  the  instrument  ought  (without  any 
force)  to  slip  into  the  uterine  cavity.  {Note. — In  this  second 
case,  the  forefinger  of  the  left  hand  may  be  passed  into  the 
vagina  till  it  touch  the  posterior  lip  of  the  cervix,  and  the 
sound  (held  in  the  right  hand)  be  passed  inw’ards  and  onwards 
without  the  necessity  of  the  handle  revolution.) 

(2)  By  sight  and  touch:  when  the  introduction  of  the 
sound  is  difficult  {e.g.  acute  flexion  of  uterus),  or  when  the 
gynecologist  is  a beginner,  it  is  well  to  pass  the  Sims’ 
speculum,  draw  down  (and  so  straighten)  the  uterus  with  a 
volsella,  and  then,  holding  the  sound  in  the  right  hand,  simply 
to  allow  it  to  pass  into  the  uterus  by  its  own  weight,  guiding 
it  with  sight  and  touch  combined.  {Note. — If  the  cervical 

canal  be  tortuous,  or  be  blocked  with  a growth  {e.g.  a 
fibroid  tumour),  several  attempts  may  be  necessary  before 
the  introduction  can  be  accomplished.) 

{g)  Diagnostic  Uses: 

(1)  Condition  of  os  uteri  and  cervical  canal  {e.g.  atresia, 
narrowness  at  external  or  internal  os). 

(2)  Length  of  uterine  cavity  {e.g.  increased  (more  than 
2\  inches)  in  subinvolution,  fibroids,  hypertrophy  of  cervix. 
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endometritis,  prolapsus;  lessened  (less  than  2^  inches)  in 
superinvolution,  infantile  uterus). 

(3)  Direction  of  uterine  axis  {e.g.  retroversion,  ante- 
version,  lateriversion,  especially  before  curettage). 

(4)  Eelation  of  axis  of  cervix  to  axis  of  body  {e.g.  retro- 
flexion and  anteflexion). 

(5)  Mobility  of  uterus. 

(6)  Eelation  of  uterus  to  abdominal  tumours  {e.g.  if 
tumour  be  uterine,  its  palpation  through  abdominal  w^all 
conveys  impulse  to  the  sound). 

(7)  Condition  of  endometrium  {e.g.  if  there  is  endo- 
metritis the  presence  of  sound  will  cause  pain,  and  the 
instrument  may  be  blood-stained  when  withdrawn). 

(8)  Differential  diagnosis  between  polypus  in  uterus 
(when  the  sound  passes  to  normal  distance  or  farther)  and 
inversion  of  uterus  (when  it  is  arrested  inside  cervix). 

(9)  To  aid  the  student  in  learning  the  bimanual  (under 
teacher’s  supervision). 

{Note. — When,  after  meeting  with  resistance,  the  sound 
suddenly  passes  in  for  a distance  of  some  inches,  either — 

(1)  perforation  of  the  uterine  wall  has  occurred;  or  (2)  the 
instrument  has  passed  along  a Eallopian  tube ; or  (3)  a 
sudden  state  of  uterine  inertia  with  enlargement  of  the 
cavity  has  developed.) 

{li)  Therapeutic  Uses  : 

(1)  Eeposition  of  displaced  movable  uterus  (especially 
in  retroversion) ; comparatively  rare  now,  as  bimanual  re- 
position is  more  practised. 

(2)  Eectification  of  a flexion  (requires  care,  and  sound 
has  to  be  specially  (sharply)  curved). 

(3)  Dilatation  of  narrow  os  or  cervical  canal,  especially 
in  cases  of  poorly  developed  uterus,  with  scanty  and  painful 
menstruation. 

(4)  Making  applications  (caustic)  to  endometrium,  the 
sound  being  dressed  with  cotton  wool  (Playfair’s  probe  serves 
better)  after  curettage. 

{i)  Estimate  of  Present  Value  of  Sound;  since  the 
bimanual  method  of  examination  has  beeen  perfected  and 
commonly  practised,  the  use  of  the  sound  has  become  more 
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restricted ; but  it  is  still  of  value  when  it  is  difficult  to 
define  the  outlines  of  the  uterus,  and  especially  of  its  fundus, 
by  the  bimaDual  alone;  in  combination  with  the  bimanual  it 
is  of  great  assistance  in  enabling  the  gynecologist  to  educate 
himself  to  the  significance  of  the  sensations  conveyed  to  his 
fingers. 

(IV)  Uterine  Curette. 

(«)  Historical  Note  : introduced  by  Eecamier,  in  1850, 
for  the  purpose  of  scraping  away  fungosities  from  the  interior 
of  the  uterus  ; Sims  used  it  for  same  purpose  (1865)  after  pre- 
vious dilatation  with  a sponge  tent;  in  1874  Thomas  invented 
his  dull  wire  curette,  and  Mund6  in  1878  popularised  its  use 
and  emphasised  its  value  in  diagnosis  rather  than  in  treat- 
ment; since  1878  its  sphere  of  usefulness  has  been  greatly 
widened,  and  it  is  now  more  used  in  treatment  than  in 
diagnosis. 

(5)  Description  : many  varieties  of  curette,  but  it  is 
essentially  a metal  rod  with  a loop  of  wire,  or  a nail-  or 
spoon-shaped  scraping  surface  at  its  distal  end ; it  sometimes 
has  a knob  on  the  stem  inches  from  the  end,  to  mark 
the  normal  length  of  the  uterus ; and  occasionally  it  has  the 
handle  and  stem  hollow,  so  as  to  allow  a stream  of  fluid 
to  run  through  it  during  curettage  (“  flushing  ” curette) ; 
Martin’s  curette,  or  that  of  E6camier-Eoux,  is  a useful 
form. 

(c)  Mode  of  Use  : with  the  patient  in  the  semiprone 
or  lithotomy  position,  and  under  an  anmsthetic,  the  operator 
passes  the  Sims’  speculum,  fixes  the  cervix  with  a volsella, 
and  then  dilates  the  cervical  canal  with  Auvard’s,  Hegar’s, 
or  Ellinger’s  dilators,  until  it  is  wide  enough  to  allow  the 
curette  to  pass  easily  in ; he  next  introduces  the  curette  and 
scrapes  the  uterine  wall  with  it  (thoroughly  if  for  treatment, 
locally  if  for  diagnosis) ; the  uterine  interior  can  then  be 
washed  out,  and  have  a caustic  application  {c.g.  iodised 
phenol)  made  to  it  (on  a dressed  sound  or  Playfair  probe). 
Further  details  are  given  under  the  heading  “ Gynecological 
Operations.” 

{d)  Indications  : 

(1)  For  diagnosis:  a scraping  from  the  interior  of  the 
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uterus  being  obtained  for  microscopic  examination,  as  in 
cases  where  the  diagnosis  between  endometritis  and  carci- 
noma, sarcoma,  and  chorion-epithelioma  of  the  uterus  is  in 
doubt. 

(2)  For  treatment : in  a large  number  of  morbid  states 
but  chiefly  in  (a)  retained  products  of  conception  setting  up 
hcemorrhage  or  sepsis,  (^)  endometritis,  especially  the  hyper- 
trophic form,  (7)  some  infective  states  of  the  uterus  (septic 
and  gonorrhoeal),  (8)  uterine  cancer  (as  a palliative  in  non- 
operable  cases),  (e)  hysterectomy  for  uterine  tumours  (as  a 
preparatory  stage  in  the  operation),  and  (^)  rarely  in  uterine 
fibroids  (for  the  hsemorrhage). 

(e)  Dangers  ; these  are  (1)  production  of  abortion,  (2) 
introduction  of  sepsis,  (3)  perforation  of  uterus,  (4)  subse- 
quent obliteration  of  the  uterine  cavity,  or  superinvolution 
(rare)  from  adhesive  inflammation,  and  (5)  hemorrhage 
(rare). 

(/)  Precautions  : (1)  eliminate  possibility  of  pregnancy, 
(2)  establish  strict  asepsis  in  and  after  operation,  (3)  avoid- 
ance of  force,  and  (4)  rest  in  bed  for  patient  for  a day  or 
two  before  operation,  for  a week  after  it,  and  at  the  next 
menstrual  period. 

(V)  Aspiratory  Needle. 

Occasionally,  when  a fluid  collection  in  the  abdomen  or 
pelvis  (especially  in  one  of  the  broad  ligaments)  has  been 
diagnosed,  it  may  be  well  to  discover  its  nature  (before 
operation)  by  aspirating  some  of  it  through  the  vaginal  roof 
or  even  through  the  abdominal  wall.  An  ordinary  hypo- 
dermic needle  may  be  used,  or  Bartlett’s  exploring  aspirator, 
or  a Pravaz  syringe.  In  this  way  fluid  for  chemical, 
bacteriological,  and  microscopical  examination  can  be  obtained  ; 
and  Fehling  (1902)  claims  for  the  method  important  diag- 
nostic results. 

(VI)  CERVICAL  dilators. 

(I)  Rapid  Dilatation  with  metal  or  hard  rubber  dilators. 

(a)  Description  : (i)  the  gynecologist  may  use  a number 
(24)  of  metal  rods  about  six  inches  long,  and  having  a 
diameter  increasing  in  a graduated  manner  from  xV  inch  to 
about  IxV  inch ; such  have  a short  fiat  handle  and  are 
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slightly  curved ; (ii)  similar  rods  in  hard  rubber  are  the 
well  - known  Hegar’s  dilators ; (hi)  metal  dilators  with 
expanding  blades  (two,  or  better,  three,  in  number)  have  also 
been  used,  those  of  Ellinger,  Goodell,  Sims,  and  Schultze 
being  the  best  known ; Bossi’s  large  metal  dilator  is  not  so 
useful  in  gynecological  as  it  is  in  obstetric  practice. 

(&)  Mode  of  Use  : (i)  if  the  graduated  rods  be  employed, 
the  patient  is  anaesthetised,  the.  vagina  rendered  aseptic, 
and  the  cervix  fixed  with  two  volsellae ; the  sound  is  passed 
to  determine  the  direction  and  length  of  the  uterine  cavity ; 
then  the  dilators,  sterilised  and  coated  with  vaseline,  are 
passed  in  (just  as  the  sound  is)  one  after  another,  beginning 
with  one  a little  larger  than  the  ordinary  uterine  sound ; 
dilatation,  sufficient  to  allow  the  passage  of  the  index  finger, 
ought  to  be  attained  in  from  fifteen  to  twenty  minutes ; (ii) 
if  the  expanding  metal  instrument  be  employed,  the  pre- 
liminaries are  the  same,  and  then  the  dilator  is  passed  into 
the  cervix  with  the  blades  closed ; the  handles  are  then 
slowly  approximated,  causing  gradually  separation  of  the 
blades  and  dilatation  of  the  canal. 

(2)  Slow  Dilatation  with  Tents  : 

(a)  Historical  Note  : tents,  first  made  of  sponge,  were 
introduced  by  J.  Y.  Simpson,  who  had  noted  the  dilating 
effect  upon  the  cervical  canal  of  a polypus  growing  down 
into  it,  and  was  led  to  devise  a means  of  similarly  dilating  it 
by  an  enlarging  body  inserted  into  it  from  below. 

(h)  Description  : tents  are  conical  bodies,  a little  longer 
than  the  cervical  canal,  and  differing  slightly  in  calibre ; the 
material  may  be  sponge  (dried,  compressed,  impregnated  with 
an  antiseptic,  covered  with  grease,  and  having  a tape  at  the 
proximal  end)  or  sea  tangle  {laminaria  digitata),  or  tupelo 
{nyssa  aquatilis)  ; of  these,  tupelo  is  generally  preferred,  for  it 
absorbs  fluid  more  readily,  and  so  expands  more  quickly  and 
to  a greater  degree  than  the  other  two. 

(c)  Mode  of  Use:  (i)  Preliminary  Precautions ; patient 
in  bed  in  her  home  or  in  hospital  (do  not  introduce  tents  in 
consulting-room,  as  was  formerly  done) ; vagina  is  douched 
with  antiseptic  lotion  before  and  after  introduction  of  tent ; 
prepare  tents  (only  tupelo  and  tangle  are  now  used)  by  dip- 
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ping  them  in  strong  antiseptic  lotion,  and  then  in  sterilised 
water ; patient’s  vulva  is  to  be  sterilised,  as  also  operator’s 
hands ; (ii)  place  patient  in  semi-prone  or  lithotomy  posture, 
pass  Sims’  speculum,  draw  down  cervix  by  means  of  volsella 
attached  to  anterior  lip,  and  pass  the  tent,  on  a sound  or  tent- 
carrier  or  held  in  a pair  of  forceps,  into  the  cervical  canal  (to 
introduce  a tent  with  the  fingers  alone,  and  without  seeing  the 
cervix,  is  not  to  be  recommended)  ; an  iodoform  gauze  plug  is 
placed  in  the  vagina  ; (hi)  the  tent  may  be  left  in  for  twelve 
hours,  and  a qualified  attendant  must  be  within  easy  reach  of 
the  patient  during  this  time,  and  a vaginal  douche  every  four 
hours  may  be  given  and  the  plug  replaced ; it  is  to  be  with- 
drawn by  gentle  traction  on  the  string  attached  to  its  base ; 
(iv)  a second  tent  may  be  used  after  the  first,  but  with  care. 

{d)  Indications:  (1)  tents  are  seldom  used  nowadays  for 
diagnosis  alone ; (2)  almost  their  sole  use  is  to  restrain 
haemorrhage  and  dilate  the  cervix  to  permit  of  active  treat- 
ment in  cases  of  abortion,  and  more  especially  in  molar 
pregnancies  {e.g.  hydatid  mole). 

(e)  Dangeks  and  Contraindications  ; (1)  the  chief 
danger  is  sepsis,  and  it  is  a very  real  one,  especially  with 
sponge  tents ; (2)  the  contraindications  are  pelvic  inflamma- 
tion (including  oophoritis  and  salpingitis),  cancer  of  the 
cervix,  and  haematocele. 

8.  Physical  Examination  of  the  other  Systems 
OF  THE  Body  (Nervous,  Eespiratory,  Circulatory,  Digestive, 
Urinary,  Cutaneous,  and  Locomotory) : 

(i)  Although  the  gynecologist’s  attention  is  specially 
focused  upon  the  physical  examination  of  the  genital  organs, 
he  must  not  neglect  altogether  that  of  the  other  systems  of  the 
body.  For  instance  the  examination  of  the  blood  may  reveal 
a leucocytosis,  indicating  deep-seated  suppuration  in  the  pelvis, 
and  may  even  help  in  the  differential  diagnosis  of  malignant 
from  simple  ovarian  cysts ; the  examination  of  the  urine  (for 
albumen,  sugar,  etc.)  is  often  of  great  value ; the  bacterio- 
logical investigation  of  discharges  from  the  uterus  and  vagina 
may  be  helpful;  and  the  various  organs  of  the  different 
systems  ought  to  be  examined  in  order  to  separate  morbid 
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states  which  are  genital  reflexes  from  those  due  to  actual 
disease  of  these  organs. 

(ii)  Examination  of  the  Urinary  Tract  : although  not 
strictly  within  the  province  of  the  gynecologist,  the  bladder 
and  ureters  are  nowadays  often  examined  by  him. 

(1)  Palpation  of  Urethra  and  Bladder  and  Ureters:  {a) 

during  the  vaginal  examination  the  whole  of  the  urethra  can 
be  palpated  by  the  finger  pressing  on  the  anterior  vaginal  wall 
(the  consistence,  thickness,  tenderness,  and  mobility  of  it  can 
be  thus  made  out),  and  by  pressure  any  secretion  may  be 
squeezed  out  of  the  meatus  and  examined  microscopically  and 
bacteriologically ; (&)  the  base  of  the  bladder  can  also  be 

palpated  (the  finger  being  in  the  anterior  fornix  vaginae) ; 
and  by  the  bimanual  some  notion  may  be  gained  regarding 
the  state  of  the  vesical  walls  and  the  presence  of  foreign 
bodies  {e.rj.  calculi)  in  the  viscus ; (c)  the  ureters,  if  thickened 
and  hardened,  may  be  felt  per  vaginam  in  their  lower  pelvic 
portion  and  per  rectum  in  their  upper  pelvic  part.  {Note. — 

Digital  palpation  of  the  bladder  per  urethram  (after  digital 
dilatation)  is  now  hardly  ever  practised  ; but  some  information 
regarding  the  interior  of  the  organ  and  its  contents  may  be 
got  by  the  use  of  the  sound.) 

(2)  Inspection  (Oystoscopic)  of  the  Bladder  and  Urethra  : {a) 
Preliminaries  are  the  emptying  of  the  rectum  and  bladder  and 
thorough  cleansing  of  the  external  parts,  and  especially  of  the 
vestibule  and  meatus  urinarius ; sterilisation  of  the  instru- 
ments (dilators,  cystoscopes,  and  obturators,  ureteral  catheters, 
etc.),  and  of  examiner’s  hands  ; (V)  position  of  patient  is  either 
genu-pectoral,  or  (better)  exaggerated  lithotomy,  the  hips 
being  elevated  on  bran  bags  six  inches  above  the  level  of  the 
table ; (c)  anaesthetic  may  be  chloroform  or  the  local  applica- 
tion (to  interior  of  urethra)  of  cotton  wool  soaked  in  cocain 
solution  (10  per  cent.);  {d)  urethra  is  dilated  with  Hegar’s 
or  a conical  dilator  up  to  a diameter  of  from  12  to  15  mm.  ; 
(e)  Kelly’s  cystoscope  (nickel-plated  cylinder,  8 cm.  long,  and 
having  diameter  of  from  10  to  12  mm.),  with  obturator  in  it 
and  well  lubricated,  is  pushed  into  bladder ; (/)  when  the 
obturator  is  withdrawn,  air  will  rush  into  and  distend  the 
bladder ; {g)  light  (from  an  electric  lamp  and  mirror)  can  then 
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be  thrown  into  the  bladder,  and  the  interior  inspected  (noting 
the  general  appearance  of  the  mucous  membrane,  the  two 
ureteral  eminences  and  folds,  the  interureteric  fold,  and  the 
internal  urethral  orifice) ; the  internal  urethral  orifice  and  the 
urethra  itself  can  be  inspected  by  slowly  withdrawing  the 
cystoscope ; Qi)  it  may  be  necessary  to  remove  some  drops  of 
urine  by  a suction  apparatus  (tube  and  suction  bulb). 

{?>)  Catheterisation  of  the  Ureters:  (a)  during  the  cystoscopic 
examination  of  the  bladder  the  ureters  may  be  sounded ; (&) 
the  method  is  as  follows  : — one  ureteric  opening  is  located  (by 
slightly  inclining  the  cystoscope  to  one  side),  any  secretion  is 
removed  from  it  by  cotton  held  in  a pair  of  delicate  mouse- 
tooth  forceps,  then  a long  or  short  ureteral  catheter  (sterilised) 
is  passed  through  the  cystoscope  and  guided  along  the  ureter 
up  into  the  pelvis  of  the  kidney  (the  stylet  being  withdrawn 
by  an  assistant  as  the  catheter  advances) ; (c)  the  process  is 
repeated  for  the  opposite  ureter,  but  with  a different  catheter 
(to  avoid  infection  of  one  ureter  from  the  other) ; {d)  in  this 
way  ureteric  strictures,  twists,  and  calculi  can  be  discovered, 
the  urine  got  for  examination  from  each  kidney,  and  the 
ureters  can  be  exactly  defined  prior  to  such  operations  as 
hysterectomy  \_Note. — By  means  of  the  Harris  urine  segregator 
(a  double  catheter  with  a forked  end)  the  urine  from  each 
kidney  can  be  collected  separately  without  the  ureters  being 
entered,  but  not  with  such  exactness  as  it  is  by  ureteral 
catheterisation] ; (e)  avoid  catheterisation  of  the  ureters  when 
there  is  septic  cystitis  or  tuberculosis  of  the  bladder. 

9.  Diagnostic  Operations:  in  addition  to  curettage 
and  cervical  dilatation,  which  are  really  operative  procedures 
even  when  the  object  is  purely  diagnostic,  it  may  be  noted 
that  abdominal  and  vaginal  sections  are  sometimes  performed 
for  the  purpose  of  ascertaining  the  nature  of  a morbid  state 
(“  exploratory  section  ”). 
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^ The  gynecological  diseases  are  described  here  in  the  same  order  as  they 
appear  in  the  “Index”  which  I prepared  some  time  ago  for  Messrs.  Gardiner’s 
Note- Book  for  Gynecology ; the  chief  groups  are  pathological  or  etiological, 
while  the  sub-divisions  are  regional  or  topographical.  No  completely  satis- 
factory classification  is  as  yet  possible. 
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GYNECOLOGICAL  DISEASES 

A. 

INFLAMMATIONS  AND  INFECTIONS 

{Note. — For  the  purposes  of  classification,  this  is  the 
most  unsatisfactory  of  all  the  groups  into  which  the  gyne- 
cological diseases  are  divisible ; it  is  not  yet  practicable  to 
arrange  the  maladies  exactly  in  accordance  with  their  patho- 
logical or  etiological  nature,  while  a purely  regional  arrange- 
ment, although  possible,  is  a cause  of  needless  repetition  on 
the  one  hand,  and  of  the  separation  of  closely  allied  states  on  the 
other.  For  example,  an  inflammation  which  begins  in  the  vagina 
may  spread  upwards  and  soon  involve  the  uterus,  the  tubes, 
the  ovaries,  and  the  peritoneum  and  cellular  tissue ; it  would  be 
preferable  to  describe  it  as  one  process,  distinguishing  varieties 
according  to  the  nature  of  the  cause  {e.g.  sepsis,  gonorrhoea, 
tuberculosis) ; but  this  is  not  yet  possible ; and  the  less 
perfect  plan  of  a regional  description  (inflammation  of  uterus, 
tube,  ovary,  cellular  tissue,  etc.)  mast  still  be  followed  here.] 

I.  Pelvig  Peritonitis. 

(A)  Definition  : inflammation  affecting  the  pelvic  peri- 
toneum, practically  always  secondary  to  inflammation  in  the 
Fallopian  tubes,  or  in  the  cellular  tissue  of  the  pelvis. 

(B)  Synonym  : perimetritis.  {Note.  — Perisalpingitis 

(inflammation  of  peritoneum  covering  Fallopian  tube)  and 
peri-oophoritis  (inflammation  of  the  peritoneum  in  close 
connection  with  the  ovary)  cannot  be  separated  clinically 
from  pelvic  peritonitis,  and  may  almost  be  regarded  as 
synonymous  terms.) 
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(C)  Etiology  : the  chief  causes  are — (1)  septic  infection, 
generally  after  abortion  or  labour,  less  frequently  after 
instrumental  examination  (uterine  sound)  and  operative 
interference  (ovariotomy,  myomectomy),  and  occasionally 
from  appendicitis ; the  first  stage  in  the  process  generally 
is  septic  endometritis,  and  then  the  infection  spreads  up 
through  the  Eallopian  tubes  to  the  peritoneum,  or  goes 
through  the  uterine  wall  to  the  cellular  tissue  (cellulitis), 
and  then  (later)  affects  the  peritoneum  covering  it;  (2) 
specific  infection,  especially  gonorrhoeal  in  nature,  the  process 
beginning,  as  a rule,  in  cystitis,  urethritis,  or  vaginitis,  and 
the  inflammation  spreading  through  the  uterus  and  tubes  to 
the  peritoneum  (by  the  fimbriated  ends  of  the  tubes) ; less 
commonly  the  specific  cause  is  tubercular  (from  intestine  or 
Fallopian  tube) ; gonorrhoea,  latent  in  the  male,  may,  never- 
theless, set  up  gonorrhoeal  peritonitis  in  the  female ; (3) 
chill,  during  menstruation,  was  formerly  regarded  as  a 
common  cause ; probably  it  is  rare  and  does  not  set  up  a 
severe  form  of  inflammation ; (4)  irritation  from  tumours, 
probably  really  septic  infection  {e.g.  after  the  once  frequently 
practised  tapping  of  ovarian  cysts  with  non-sterilised  trocar) ; 
(5)  traumatism  is  rarely  the  actual  cause ; but  a dirty  sound 
passed  through  the  uterine  wall  may  set  up  peritonitis  in 
virtue  of  its  unclean  state,  and  downward  traction  upon  the 
uterus  (with  a volsella)  may  rupture  a pus  tube,  or  squeeze 
some  of  the  pus  out  of  it. 

{Note. — The  causes  are  therefore  essentially  the  two  first 
named.) 

(D)  Pathology  : (1)  the  general  ehanges  found  in  the 
peritoneum  are — (a)  congestion ; (&)  the  effusion  on  the 
surface  of — (i)  serous  fluid,  remaining  free,  becoming  encysted, 
or  being  reabsorbed ; or  (ii)  fibrinous  fluid,  generally  becom- 
ing organised  and  forming  adhesions  (which  become  bands) 
between  the  various  organs;  and  (c)  suppuration,  with 
abscess-formation  (intra-peritoneal)  and  general  peritonitis; 
(2)  the  special  changes,  in  individual  cases,  are  almost  innumer- 
able : (a)  the  adhesions,  for  instance,  may  be  widespread  and 
cause  a matting  together  of  all  the  organs  in  the  pelvis,  or 
they  may  be  strictly  localised  and  attach  one  organ  to 
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another  at  one  point  only/  and  they  may  be  thick,  thin, 
“ spider-web,”  “ cord-like,”  etc. ; again  (h)  various  displace- 
ments of  parts  may  be  found,  such  as  retroversion,  retro- 
position,  torsion,  or  anteversion,  with  fixation  of  the  uterus, 
prolapse  of  the  ovaries  and  tubes  into  the  pouch  of  Douglas, 
etc. ; and  (c)  the  organs  themselves  may  show  infiammatory 
changes  or  the  results  of  them  (oophoritis,  salpingitis,  with 
hydro-hsemato-  or  pyo-salpinx,  endometritis,  ovarian  abscess, 
etc.).  (Note. — Pelvic  peritonitis  is  really,  in  many  cases, 
a beneficial  process,  which  has  the  objects  of  combating 
microbic  infection  and  limiting  the  field  of  its  operation ; of 
course,  this  action  may  fail  on  account  of  the  great  virulence 
of  the  poison,  or  because  of  the  intensity  and  extent  of  the 
reaction  and  its  results). 

(E)  Symptoms  and  Physical  Signs:  (1)  in  the  acute 
form — (i)  the  symptoms  are  (a)  quick,  full,  bounding  pulse, 
becoming  small,  wiry,  or  thready  at  a later  stage ; (b)  rigor 
and  rise  of  temperature ; (c)  cutting,  shooting,  and  burning 
pains  ; (d)  nausea,  eructations,  and  vomiting ; (e)  sleeplessness  ; 
(/)  complete  constipation;  (g)  septicaemic  symptoms,  if 
abscess  formation : (ii)  the  physical  signs  are  (a)  rigidity  of 
abdominal  walls ; (6)  tenderness  on  pressure  over  lower  part 
of  abdomen ; (c)  dorsal  posture  with  legs  drawn  up ; (d) 
abdomen  distended  and  tympanitic ; (e)  per  vaginam,  heat, 
tenderness,  and  pulsating  vessels  in  fornices ; cervix  uteri 
fixed  with  plaster-of-Paris  feeling  round  it,  or  with  swelling 
(tense,  cystic)  behind  or  to  the  sides  of  it,  or  with  indistinct 
fulness  (free  fluid)  felt  on  deep  palpation  in  the  fornices ; 
(/)  bimanual  signs  generally  cannot  be  made  out  (on  account 
of  rigidity),  unless  patient  be  anaesthetised  (beware  of  rough 
handling) ; (g)  blood  count  may  show  leucocytosis. 

(2)  In  the  chronic  form — (i)  the  symptoms  are  (a)  pain 
in  the  pelvis  (sacralgia,  chiefly),  varying  in  degree,  but 
generally  much  less  severe  than  in  acute  form,  aggravated 
by  exertion,  during  vaginal  examination,  and  in  the  acts  of 
defaecation  and  coitus ; (&)  menorrhagia,  and  even  metror- 

^ The  author  has  a preparation  showing  very  beautifully  a single  adhesive 
band  passing  from  the  fundus  uteri  to  the  peritoneum  covering  the  anterior 
rectal  wall. 
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rhagia ; (c)  dysmenorrhooa ; {d)  sterility,  or  abortion  if  preg- 
nancy should  occur ; (e)  reflex  nervous  disturbances  of  various 
kinds;  and  (/)  interference  with  bladder  functions  (rare): 
(ii)  the  physical  signs  are  (a)  displacement  (retro-ante-  or 
lateri-version)  of  the  uterus,  with  more  or  less  fixation,  as 
made  out  by  the  bimanual  examination ; (&)  obscure  thicken- 
ing in  various  parts  of  the  pelvis,  felt  through  the  vaginal 
fornices ; (c)  tenderness  on  pressure  in  the  iliac  and  hypo- 
gastric regions. 

(F)  Diagnosis  is — (1)  founded  on  the  symptoms  and 
signs  enumerated  above ; (2)  between  the  acute  and  chronic 
form  the  distinction  rests  chiefly  on  the  severity  of  the 
symptoms  and  the  duration  of  the  case ; (3)  from  pelvic 
cellulitis  it  is  always  difficult  to  differentiate  this  disease, 
and,  as  a matter  of  fact,  coexistence  of  the  maladies  is 
common,  but  it  may  be  stated  generally  that  in  cellulitis 
the  swelling  is  usually  lateral,  the  uterus  is  displaced  most 
often  to  one  side,  one  leg  (instead  of  both)  is  drawn  up,  and 
the  exudation  (or  the  pus  resulting  from  it)  tends  to  be 
localised  and  to  spread  in  the  directions  of  anatomical  con- 
tinuity of  the  cellular  tissue. 

(G)  Prognosis — (1)  acute  attacks  may  become  chronic 
(with  or  without  recurrent  exacerbations),  may  (rarely)  clear 
up  entirely,  or  may  prove  fatal ; the  last-named  result  is 
more  common  when  the  peritonitis  becomes  general,  when 
it  is  of  septic  origin,  and  when  the  pulse  is  disproportionately 
rapid ; (2)  recovery  is  seldom  complete,  displacements  of 
the  uterus,  destruction  of  ovisacs  in  the  ovaries,  closure  of 
the  Fallopian  tubes,  and  intestinal  adhesions,  being  the  causes 
of  invalidism,  sterility,  dyspareunia,  and  gastro  - intestinal 
troubles ; (3)  speaking  generally,  the  prognosis  is  graver 
than  in  pelvic  cellulitis. 

(H)  Treatment: 

(I)  Preventive  treatment  is  the  ideal  procedure  as  far  as 
pelvic  peritonitis  is  concerned ; it  consists  (a)  in  the  practice 
of  aseptic  midwifery  and  in  aseptic  and  antiseptic  precautions 
in  gynecology  (operative  and  diagnostic),  (b)  in  the  treatment 
of  gonorrhoea  in  the  early  stages  before  the  uterus  and  tubes 
are  involved,  and  (c)  in  the  prophylactic  care  of  the  patient. 
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especially  at  menstrual  times,  to  diminish  the  risk  of  recurrent 
exacerbations,  when  there  has  been  a previous  attack  incom- 
pletely recovered  from  (regulation  of  bowels,  avoidance  of 
over-exertion,  but  not  complete  rest). 

(2)  Medical  treatment  is  now  considered  to  be  of  less 
importance  than  formerly : {a)  in  an  acute  attack  it  includes 

(i)  rest  in  bed ; (ii)  digestible,  simple,  and  (usually)  liquid 
food;  (iii)  sips  of  hot  water  for  thirst;  (iv)  sulphate  of 
magnesia  or  castor-oil  or  (better)  enemata  to  keep  the  bowel 
empty ; (v)  stimulants  if  pulse  feeble  and  intermittent ; (vi) 
rectal  tube  for  flatus ; (vii)  morphia  hypodermically  in  small 
doses  for  the  pain,  care  being  taken  to  obviate  constipating 
efl’ects ; and  (viii)  hot  fomentations  or  large  poultice  to 
abdomen : (&)  in  chronic  condition,  it  includes  (i)  moderate 
amount  of  exercise  as  soon  as  possible,  to  prevent  invalidism ; 

(ii)  nourishing  diet;  (iii)  regulation  of  bowels  by  liquorice 
powder,  cascara,  etc. ; (iv)  tonics,  especially  quinine  and 
iron ; (v)  avoidance  of  coitus  and  of  exposure  to  cold  and 
damp. 

. (3)  Surgical  treatment  is  now  much  more  generally 

employed  and  is  often  successful,  especially  in  clearly  septic 
cases : {a)  in  acute  cases  it  includes  (i)  hot  vaginal  douching, 
temperature  116°  F.,  lysol  or  carbolic;  (ii)  intra-uterine 
douching  (given  very  carefully)  or  packing  with  iodoform 
gauze  when  clear  evidence  of  intra-uterine  source  of  septic 
infection ; (iii)  incision  of  serous  fluid  accumulations  through 
the  vagina  (especially  posterior  fornix)  with  care ; (iv) 
when  signs  of  abscess-formation,  evacuate  pus  {vide  under 
Cellulitis)  ; (v)  antistreptococcic  serum  in  doses  of  15  to 
2 0 cc.  after  discharge  has  been  tested  and  has  given  a culture 
indicating  presence  of  streptococci ; (vi)  occasionally,  abdominal 
or  vaginal  section  and  drainage  {e.g.  after  operations),  especi- 
ally if  signs  of  peritonitis  becoming  general : (5)  in  chronic 
cases,  the  local  treatment  includes  (i)  hot  douching ; (ii) 
vaginal  plugging  with  glycerine  and  ichthyol ; (iii)  small 
blisters  in  iliac  regions ; (iv)  curettage  (occasionally,  if  uterus 
specially  involved) ; (v)  bimanual  breaking  down  of  adhesions 
by  manipulation  (with  care) ; (vi)  pelvic  massage  and 
electricity ; (vii)  rarely,  abdominal  section,  and  direct 
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separation  of  adhesions  and  removal  of  tubes  and  ovaries ; 
or  (viii)  vaginal  hysterectomy  (especially  where  pockets  of 
pus  and  extensive  matting  exist,  and  if  recurrent  exacerbations 
of  symptoms  are  present). 

II.  Pelvig  Cellulitis. 

(A)  Definitions  : inflammation  affecting  the  pelvic 

cellular  tissue,  nearly  always  septic  in  nature. 

(B)  Synonyms  : parametritis  ; peri  - uterine  phlegmon ; 

pelvic  abscess.  {Note. — Utero-sacral  cellulitis  (parametritis 

posterior)  is  rather  the  name  of  a variety  than  a synonym, 
and  parametritis  chronica  (Freund)  has  certain  peculiarities 
calling  for  separate  description.) 

(C)  Etiology  ; almost  the  sole  cause  is  septic  infection 
from  wounds  or  lacerations  of  the  cervix  uteri  and  upper 
part  of  the  vagina,  occurring  in  connection  with  labour 
(cervical  tears,  forceps  wounds,  etc.),  or  gynecological  opera- 
tions {e.g.  cervical  repair,  removal  of  polypi,  etc.),  or  (rarely) 
abortion ; the  poison  is  conveyed  by  the  lymphatics  to  the 
cellular  tissue ; the  disease  is  rarer  than  pelvic  peritonitis. 

(D)  Pathology  : (1)  the  general  changes  consist  in  (a) 
congestion  and  exudation  into  the  cellular  tissue  of  the 
pelvis  above  the  pelvic  fascia  (in  the  broad,  round,  and  utero- 
sacral  ligaments,  round  the  cervix  uteri,  between  the  bladder 
and  symphysis  pubis,  in  the  iliac  fossae,  and  elsewhere),  and 
it  may  spread  to  the  subperitoneal  cellular  tissue  of  the 
abdominal  cavity ; (V)  the  exudation,  at  first  soft,  becomes 
indurated,  and  in  later  stages  is  cartilaginous  in  its  hardness ; 
(c)  absorption  and  cicatrisation  may  follow,  with  the  result 
that  ligaments  {e.g.  one  broad  ligament,  or  both  utero-sacral) 
are  shortened,  and  displacement  of  organs  {e.g.  lateri-version 
or  pathological  anteflexion  of  uterus)  takes  place ; {d)  very 
often  the  exudate  undergoes  suppuration,  and  abscesses  form 
(commonly  there  is  one  large  cavity,  but  occasionally  there 
is  diffuse  pelvic  suppuration  with  multiple  small  cavities), 
and  these  may  burst  and  burrow  in  various  directions, 
opening  into  the  vagina,  the  rectum,  the  bladder,  through 
the  lower  part  of  the  abdominal  wall,  and  even  in  the  gluteal 
region  and  more  distant  parts,  but  rarely  into  the  peritoneum 
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(conservative  peritonitis  prevents  this  by  producing  adhesions) : 
(2)  individual  organs  also  show  changes,  e.g.  the  ovaries  may 
contain  abscesses  and  be  displaced,  the  tubes  may  contain 
pus,  and  the  pelvic  peritoneum  be  inflamed ; the  uterus  may 
show  lateri-version  or  pathological  antiflexion. 

(E)  Symptoms  and  Physical  Signs:  (1)  symptoms-,  there 

is  usually  (a)  a rigor ; (5)  the  temperature  may  rise  to  1 0 4 
(higher  than  in  pelvic  peritonitis) ; (c)  the  pulse  is  quickened, 
but  not  to  the  same  extent  as  in  peritonitis ; (d)  there  is 
pain  in  the  lower  part  of  the  abdomen,  usually  on  one  side 
and  extending  down  one  leg,  but  never  so  acute  as  in 
peritonitis ; (e)  later,  the  exudate  causes  pressure  symptoms 
(interference  with  rectum  and  bladder,  etc.) ; (/)  emaciation 
and  earthy  pallor,  when  suppuration  has  occurred ; (g) 

vomiting,  uncommon  : (2)  the  physical  signs  are  {a)  ill-defined 
in  the  early  days ; (Jb)  later,  the  patient  lies  on  the  back  with 
retraction  of  one  leg  (rarely  of  both) ; (c)  per  vaginam,  the 
canal  is  hot  and  dry ; {d)  by  vaginal  and  abdominal  examina- 
tion a mass,  varying  much  in  size,  first  soft  and  doughy,  then 
hard,  and  finally  soft  again  (if  suppuration  occur),  is  felt, 
usually  to  one  side  of  pelvis,  but  sometimes  posterior  to 
uterus  and  rarely  anterior  to  that  organ ; (e)  the  uterus  is  at 
first  pushed  to  opposite  side  by  exudate,  but  later  is  pulled  to 
the  affected  side  by  contraction  of  tissues,  and  in  cases  of 
utero-sacral  cellulitis  it  is  anteflexed ; (/)  when  the  exudate 
is  large,  the  whole  of  the  lower  part  of  the  abdomen  may  be 
occupied  by  a hard  swelling ; {g)  other  physical  signs  appear 
when  abscesses  form  and  when  the  pus  burrows  in  various 
directions  and  bursts  externally  (six  to  ten  weeks  later) ; {h) 
if  suppuration  is  occurring  it  is  indicated  by  leucocytosis. 

(F)  Diagnosis:  (1)  depends  on  recognition  of  the  signs 
and  symptoms  ; (2)  from  pelvic  peritonitis  it  is  difficult  (indeed 
there  is  often  coexistence  of  the  two  diseases),  but  rely  in 
cellulitis  upon  (a)  absence  of  any  cause  save  sepsis,  (6)  lateral 
position  of  swelling,  bulging  into  one  fornix,  and  split  of  cervix 
on  the  same  side,  (c)  displacement  of  uterus  to  side,  (d)  retrac- 
tion of  one  thigh,  (e)  less  degree  of  pain,  and  (/)  infrequency 
of  vomiting ; (3)  from  pelvic  hmmatocele  and  ectopic  gestation, 
by  absence  (in  cellulitis)  of  precedent  menstrual  irregularity 
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and  of  signs  and  symptoms  of  internal  haemorrhage,  and  by 
presence  of  febrile  symptoms  from  the  first : (4)  appendicitis 
might  be  confused  with  cellulitis  (on  right  side),  but  in 
former,  pain  has  spot  of  maximum  intensity  (M'Burney’s 
point)  fixed,  and  at  a higher  level,  and  intestinal  symptoms 
are  more  marked. 

(G)  Pkognosis  : (1)  as  to  life,  it  is  better  than  with 
pelvic  peritonitis ; (2)  as  to  effects,  there  may  be  (a)  complete 
absorption  of  exudate  and  restitutio  ad  integrum,  or  (h)  per- 
manent bad  health  on  account  of  suppuration,  burrowing  of 
pus,  involvement  of  other  organs,  or  (c)  continuous  poor  health 
(with  menstrual  suffering)  on  account  of  uterine  and  ovarian 
displacements  and  immobility. 

(H)  Treatment;  follows  same  lines  as  in  pelvic  peri- 
tonitis. 

(I)  Preventive  treatment : as  the  cause  is  nearly  always 
sepsis,  precautions  will  specially  require  to  be  taken  against 
that  infection,  vaginal  douching  being  used  when  there  are 
cervical  or  vaginal  lacerations  in  labour. 

(2)  Medical  treatment : this  may  (with  obvious  modifica- 
tions due  to  differences  in  symptomatology,  such  as  the  less 
degree  of  pain)  be  of  the  same  nature  as  in  pelvic  peritonitis 
{q.v.). 

(3)  Surgical  treatment : this  will,  in  cellulitis,  specially 
take  the  form  of  early  evacuation  of  abscesses  when  these 
form ; (a)  when  the  abscess  points  externally  (as  in  inguinal 
or  gluteal  region)  it  can  be  easily  opened  and  drained  (tube) ; 
(h)  when  it  points  in  the  posterior  fornix,  an  opening  may  be 
made  there  by  the  vaginal  route,  the  cavity  being  stuffed  with 
gauze  or  drained  with  a tube  (with  T -piece  at  top  to  prevent 
it  slipping  out)  which  can  be  used  also  as  a means  of  washing 
it  out  at  intervals ; (c)  when  it  points  in  the  anterior  or 
lateral  fornices  care  has  to  be  taken  not  to  wound  the 
bladder,  ureters,  or  uterine  arteries;  {d)  the  surgical  treat- 
ment of  the  displacements  due  to  cellulitis  (lateri-version  and 
anteflexion  of  the  uterus)  will  be  discussed  under  these 
headings';  (e)  as  in  peritonitis,  the  antistreptococcic  serum 
may  do  good,  when  there  is  clear  evidence  that  streptococci 
are  present. 
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Ila.  Far  A METRITIS  Chronica  Atrophicans. 

(A)  Definition  : a chronic  inflammatory  process  produc- 
ing cirrhotic  contraction  and  hardening  of  the  pelvic  connec- 
tive tissue,  similar  to  that  occurring  in  the  liver  or  kidneys. 
{Note. — It  is  not  to  be  confounded  with  the  chronic  stage  of 
ordinary  pelvic  cellulitis ; parametritis  chronica  atrophicans 
has  no  acute  stage.) 

(B)  Varieties  : (1)  the  circumscribed,  and  (2)  the. 
diffuse. 

(C)  Etiology  : the  circumscribed  variety  is  ascribed  to 
ulceration  in  the  bladder  or  rectum  (at  level  of  the  sphincter 
tertius),  or  to  a split  cervix  ; as  a result  of  the  irritation  thus 
set  up,  chronic  inflammatory  thickenings  are  caused  (para- 
cystitis chronica  atrophicans,  paraproctitis,  paracolpitis) ; the 
diffuse  variety  is  thought  to  be  due  to  frequent  child-bearing, 
excessive  suckling,  to  sexual  excess,  ^or  to  haemorrhage  in 
chlorotic  women  with  hypoplasia  of  the  genital  organs. 

(D)  Pathology:  (1)  thickenings  are  found  in  the  pelvic 
connective  tissue,  either  localised  in  the  near  neighbourhood 
of  the  bladder  and  rectum  and  at  the  bases  of  the  broad 
ligaments,  or  widespread  throughout  the  pelvis ; (2)  uterine 
displacements  coexist,  such  as  retroflexion  and  bending  to  the 
right  side  in  left  paracystitis,  anteflexion  in  utero-sacral 
cellulitis,  etc.;  in  the  diffuse  form,  the  atrophy  of  the  uterus, 
ovaries,  and  tubes  is  marked,  and  the  vagina  is  shortened ; (3) 
perineuritis  of  the  sympathetic  nerve  filaments  in  the  inflam- 
matory thickenings,  constrictions  of  the  arteries  and  veins, 
and  distortion  of  the  ureters  have  been  observed. 

(E)  Symptoms  and  Physical  Signs:  (1)  the  symjptoms 
include  pelvic  pain,  dysmenorrhoea,  intermen strual  pain 
(“  Mittelschmerz  ”),  oligomenorrhoea,  dyspareunia  or  indiffer- 
ence, reflex  nervous  phenomena  (neuralgia  of  stomach, 
kidneys,  intestines,  etc.),  hysterical  symptoms,  trigeminal 
neuralgia,  hemicrania,  and  tendernes^^  near  the  bladder  and 
rectum ; (2)  the  physical  signs  include  (a)  the  initial  lesions 
in  the  bladder,  rectum,  and  uterus,  (5)  the  presence  of  the 
inflammatory  thickenings  in  various  positions  in  the  pelvis, 
and  (c)  the  displacement  of  the  organs,  as  made  out  by  the 
bimanual  and  rectal  examinations. 
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(F)  Diagnosis  : depends  upon  (1)  history  of  case,  (2) 
the  menstrual  and  reflex  phenomena,  (3)  the  results  of  the 
bimanual  examination,  and  (4)  the  remembrance  of  the  exist- 
ence of  this  morbid  state. 

(G)  Prognosis  : the  circumscribed  variety  is  curable  if 
the  cause  can  be  removed  (the  occurrence  of  pregnancy  may 
aid) ; the  diffuse  form  is  practically  incurable. 

(H)  Treatment:  (1)  in  the  circumscribed  variety,  treat 
the  cause  (cure  ulcerations  in  bladder  or  rectum,  repair  torn 
cervix),  use  hot  vaginal  douching  and  pelvic  massage  (bi- 
manually  or  with  volsella),  and  give  tonics  {Note. — 
Mechanical  supports  to  counteract  the  displacements  are  of 
no  avail)  : (2)  in  the  diffuse  form,  employ  nerve  sedatives  {e.g. 
bromide  of  potassium),  and  electricity. 

III.  Oophoritis. 

(A)  Definition  and  Nature  : acute  or  chronic  inflamma- 
tion of  one  or  both  ovaries ; is  rather  to  be  regarded  as  part 
of  the  general  process  of  pelvic  inflammation  than  as  a separate 
disease. 

(B)  Synonym  : ovaritis.  {Note. — Peri-oophoritis  is  indis- 
tinguishable clinically  from  localised  pelvic  peritonitis,  q.v.) 

(C)  Etiology  : (1)  bacterial  infection  is  the  great,  almost 
the  only,  cause  of  oophoritis ; the  bacteria  are  usually  strep- 
tococci (gaining  access  by  the  lymphatics  and  blood-vessels, 
from  the  external  genitals  or  the  mucous  membrane  of  the 
vagina  and  uterus)  or  gonococci  (gaining  entrance  from  the 
genital  tract  directly,  by  the  uterine  cavity  and  the  Fallopian 
tube),  or  (less  commonly)  the  bacillus  coli  communis  (passing 
through  the  wall  of  the  bowel,  through  adhesions,  to  the 
ovary,  aided  by  ulceration  in  the  intestine) ; rarer  bacteria 
are  pneumococci  and  the  tubercle  bacillus  {vide  Tubercular 
Infection)  : (2)  apart  from  bacterial  infection,  it  is  doubtful 
whether  there  are  any  other  causes ; but  ovarian  hypercemia 
or  congestion  may  be  produced  by  prolapse  of  the  organs,  by 
chill  during  menstruation,  by  the  pressure  of  pessaries,  twist- 
ing of  the  neck  of  attachment  to  the  broad  ligament,  and 
by  tumours  in  the  ovaries ; the  hypersemia  may  lead  to 
haemorrhages  (ovarian  hcematomata),  and  will  predispose  to 
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bacterial  infection  itself : (3)  parotitis,  the  exanthemata 

(scarlet  fever,  measles),  alcoholism,  and  poisoning  with  arsenic 
or  phosphorus,  may  he  accompanied  or  followed  by  oophoritis  ; 
(4)  ovarian  inflammation  is  nearly  always  part  of  a wide- 
spread pelvic  inflammation  following  upon  gonorrhoeal 
infection  or  sepsis  (post-partum,  post-abortum,  or  after 
operations). 

(D)  Pathology:  (1)  in  acute  oophoritis,  the  organ  is  {a) 
swollen  and  soft ; (&)  the  blood-vessels  overfllled ; (c)  the 
surface  shows  peritonitis  with  flbrinous  and  purulent  deposits 
(especially  in  the  gonorrhoeal  form) ; {d)  both  the  Graafian 
follicles  and  the  interstitial  tissue  show  changes  (as  a rule), 
the  former  being  infiltrated  with  small  round  cells,  or 
containing  pus  and  bacteria,  and  the  latter  being  thickened, 
indurated,  or  sown  with  minute  abscesses ; (e)  the  corpora 
lutea  show  similar  changes,  and  are  often  affected  early ; 
(/)  later,  the  ovary  may  return  to  its  normal  size,  but 
is  usually  fixed  by  adhesions  and  functionally  worthless : 
(2)  in  CHEONIC  oophoritis  (which  follows  the  acute,  or  develops 
slowly  by  itself),  the  interstitial  tissue  is  first  affected,  being 
increased  in  amount  and  becoming  firmer  in  consistence ; the 
nutrition  of  the  Graafian  follicles  is  interfered  with,  and  they 
may  disappear,  or,  if  the  new  connective  tissue  is  chiefly 
near  the  surface,  the  follicles  may  become  cystic ; the  ovaries 
are  either  enlarged,  or,  more  often,  diminished  in  size,  and 
their  surface  is  fissured. 

(E)  Symptoms  and  Physical  Signs:  (1)  in  acute 
oophoritis,  {cC)  the  symptoms  are  those  of  localised  pelvic 
peritonitis  and  of  acute  salpingitis ; there  may  be  pain 
of  a radiating  kind  exactly  in  the  position  of  the  ovary, 
but  this  does  not  necessarily  indicate  that  the  ovary  alone 
is  affected,  or  is  affected  at  all ; when  an  abscess  forms,  the 
symptoms  of  it  become  manifest ; (b)  the  physical  signs  are 
marked  tenderness  in  the  ovarian  region,  as  revealed  by  the 
bimanual,  with  (sometimes)  increase  in  size  of  the  organ 
and  loss  of  mobility  (difficult  to  elicit  on  account  of  pain)  : 
(2)  in  CHEONIC  oophoritis,  {a)  the  symptoms  are  pelvic  pain, 
menorrhagia  (and  metrorrhagia),  dysmenorrhoea  (especially  at 
beginuing  of  flow),  sterility  (generally),  pain  on  defecation, 
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dyspareunia,  and  reflex  nervous  phenomena  (pain  below  left 
breast,  sickness,  hysteria) ; (&)  the  physical  signs  are  enlarge- 
ment of  the  ovary  (as  determined  by  bimanual,  the  patient 
having  the  knees  rotated  outwards,  so  as  to  make  psoas  muscle 
tense  and  serve  as  guide  to  the  position  of  the  gland),  tender- 
ness on  pressure  (sickening  pain),  and  loss  of  mobility  ; these 
signs  are  more  easily  made  out  if  the  ovary  is  prolapsed  (as  it 
often  is)  in  the  pouch  of  Douglas. 

(F)  Diagnosis  : with  the  aid  of  amesthesia  and  the 
careful  use  of  the  bimanual,  vaginal,  and  rectal  examinations, 
an  enlarged  ovary  may  be  recognised  behind  the  uterus  or 
behind  one  of  the  broad  ligaments ; but  it  is  practically  im- 
possible to  differentiate  between  inflammatory  changes  in  the 
ovary  alone  (especially  if  organ  is  fixed),  and  those  in  con- 
tiguous parts  (Fallopian  tube,  connective  tissue  of  broad 
ligament). 

(G)  Prognosis  : follows  same  lines  as  pelvic  peritonitis 
and  cellulitis;  may  be  complete  resolution,  or  the  formation 
of  adhesions,  or  suppuration  and  pelvic  abscess ; sterility  is 
common,  as  is  chronic  invalidism  (with  hysteria  and  neuras- 
thenia) ; infection  with  streptococci  has  a graver  prognosis 
than  that  with  gonococci. 

(H)  Treatment  : same  general  principles  as  in  pelvic 
peritonitis  and  cellulitis  ; but  some  points  may  be  emphasised  : 

(I)  Palliative  treatment  in  (a)  acute  cases  consists  in  hot 
vaginal  douche,  glycerine  and  ichthyol  plugs,  saline  cathartic, 
rest  in  bed,  sedatives  (especially  bromide  of  potash),  and 
blister  over  iliac  region  (perhaps) ; in  (h)  chronic  cases 
treat  by  douches,  glycerine  plugs,  occasional  blisters,  and 
laxatives. 

(2)  Surgical  treatment  consists  in  {a)  excision  of  diseased 
part  or  parts  of  ovary  (if  Fallopian  tube  be  pervious),  but 
results  of  conservative  ovarian  resection  are  not  always  satis- 
factory; or  Qj)  oophorectomy  (removal  of  both  ovaries  and 
tubes,  or  of  one  pair  of  appendages  only),  with  the  patient’s 
consent,  and  by  the  abdominal  route.  {Note. — If  one  ovary 
alone  be  affected,  it  is  not  yet  decided  whether  it  is  safe  to 
leave  the  unaffected  one;  experience  has  shown  that  it 
generally  becomes  infected  later.) 


G VNE  COL  O GICAL  DISEASES 


83 


IV.  Salpingitis. 

(A)  Definition  and  Nature  : acute  or  chronic  inflam- 

mation of  one  or  both  Fallopian  tubes ; it  is  rather  to  be 
regarded  as  part  of  the  general  process  of  pelvic  inflammation 
than  as  a separate  disease.  {Note. — It  has  been  stated  that 

there  is  a non-inflammatory  form  of  hydrosalpinx ; it  is  a 
retention  cyst  due  perhaps  to  congenital  stricture  of  the 
ostium  abdominale.) 

(B)  Synonyms  : liydrosalfirix,  hcematosalpinx,  and  pyo- 
salpinx  are  rather  stages  and  varieties  of  salpingitis  than 
synonyms  for  it;  perisalpingitis  (inflammation  of  peritoneal 
covering  of  tube)  cannot  be  separated  clinically  from  pelvic 
peritonitis ; and  endosalpingiiis  (inflammation  limited  to  the 
mucous  membrane)  is  only  applicable  to  the  early  stage  of  the 
acute  inflammation. 

(C)  Etiology  : (1)  bacterial  infection  is  probably  the  only 
cause  of  salpingitis,  and  “ salpingitis  is  never  an  idiopathic 
process”;  (2)  microbes  may  gain  entrance  to  the  tube  either 
from  the  uterine  interior  or  from  the  peritoneal  cavity,  and 
since  the  uterine  and  peritoneal,  as  well  as  the  tubal,  cavities 
are  normally  germ-free,  it  follows  that  the  first  stage  in  the 
process  is  the  introduction  into  the  uterine  or  peritoneal 
cavity  of  germs  capable  of  causing  infection ; (3)  microbes 
rarely  gain  access  to  the  tube  through  its  wall,  and  then  only 
when  there  are  adhesions  fixing  it  to  the  intestine  or  pelvic 
wall ; (I)  the  gonococcus  is  probably  the  most  common  cause 
of  inflammation  of  the  tube  (especially  if  purulent) ; but 
streptococci,  the  tubercle  bacillus,  the  colon  bacillus,  staphy- 
lococci, and  the  diplococcus  of  pneumonia  may  also  be  active 
agents.  {Note. — The  absence  of  germs  from  the  secretion  in 
the  tubes  as  well  as  from  the  tubal  tissues  (especially  in 
hydrosalpinx)  does  not  prove  that  the  inflammation  has  had  a 
non-microbic  origin ; it  probably  means  that  the  bacteria  have 
died,  leaving  the  secretion  (purulent  or  serous)  sterile.) 

(D)  Pathology  : a most  obscure  and  complicated  subject ; 
but  may  be  best  considered  under  the  subdivisions  of  Catarrhal 
Salpingitis  (acute  and  chronic),  of  Hydrosalpinx,  of  Haemato- 
salpinx,  and  of  Pyosalpinx. 
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(1)  Acute  Catarrhal  Salpingitis  : 

(fi)  To  the  naked  eye  the  tubes  show  congestion,  increase 
in  length  and  thickness,  and  kinks  and  twists ; from  the 
abdominal  end  glairy  mucus  may  be  seen  exuding ; (IS)  under 
the  microscope,  the  mucous  membrane  is  seen  to  be  thickened 
and  vascular,  there  is  a transmigration  of  leucocytes,  and  the 
epithelium,  although  swollen,  may  for  a considerable  time 
remain  intact,  and  may  even  exhibit  its  cilia ; (c)  the  secretion 
is  mucous,  or  mucoid,  or  (sometimes)  purulent. 

(2)  Chronic  Catarrhal  Salpingitis : 

(a)  To  the  naked  eye  the  tubes  are  more  congested,  have 
more  evident  kinks  and  more  thickened  walls,  show  adhesions 
to  neighbouring  structures,  and  have  a firmer  consistence 
than  usual  (from  formation  of  connective  tissue  ; (&)  under 
the  microscope  there  is  transmigration  of  leucocytes  into  the 
muscular  coat  as  well  as  the  mucous  membrane ; the  epithe- 
lium in  the  interior  is  often  absent  or  is  flattened,  and  the 
folds  of  the  mucosa  are  united  together  by  their  ends, 
diminishing  the  size  of  the  lumen,  and  forming  diverticula 
and  cavities  (salpingitis  pseudo-follicularis) ; (c)  the  secretion 
may  be  catarrhal,  htemorrhagic,  or  purulent,  and  it  may 
escape  into  the  uterus,  or  through  the  abdominal  ostium, 
but  if  the  latter  be  closed  (as  is  often  the  case),  it  is  retained 
in  the  tube,  which  then  passes  into  one  of  the  following  three 
states  (hydro-,  hsemato-,  or  pyo-salpinx). 

(3)  Hydrosalpinx,  Sactosalpinx  Serosa,  or  Hydrops  Tubarum : 

(a)  To  the  naked  eye  the  tube  is  seen  to  be  tensely  filled 

with  clear  fluid  (yellowish  green  in  colour) ; the  wall  is  thin ; 
in  shape  the  tube  has  been  compared  to  a sausage,  a retort, 
or  a “ legume,  with  somewhat  blunt  ends  it  rarely  reaches 
a very  large  size,  the  maximum  diameter  being  about 
inches;  both  tubes  are  often  affected,  or  one  may  show 
hydrosalpinx  and  the  other  pyosalpinx  (a  circumstance  which 
has  been  adduced  as  proof  that  hydrosalpinx  may  sometimes 
be  a late  stage  of  pyosalpinx);  both  the  abdominal  and 

1 In  a specimen  examined  by  the  late  J.  D.  Williams  and  the  author  {vide 
their  Structures  in  the  Mesosalfinx,  p.  19,  1893),  both  the  mucous  membrane 
and  the  muscular  coat  of  the  tube  were  so  thickened  and  hypertrophied  that  it 
was  doubtful  whether  the  condition  should  not  be  described  as  one  of  benign 
adenoma ; the  history  of  the  case  suggested  gonorrhoea  as  the  cause. 
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uterine  ends  are  commonly  blocked,  but  if  the  latter  be 
open,  then  an  intermittent  and  irregular  flow  of  fluid  into 
the  uterus  may  occur  (hydrops  tubse  profluens  or  intermitting 
hydrosalpinx) ; axial  rotation  of  a hydrosalpinx  has  been 
noted ; when  the  condition  coexists  with  an  ovarian  cyst, 
the  two  cavities  may  fuse  to  form  a tubo-ovarian  cyst : (h) 
under  the  microscope  the  wall  of  the  tube  is  seen  to  be 
atrophied ; the  mucous  membrane  has  lost  its  folds,  and 
may  consist  solely  of  the  epithelium,  which  is  flattened  or 
ciiboidal  (save  in  recesses,  where  it  remains  cylindrical) : (c) 
the  secretion  has  a specific  gravity  of  about  1010,  is  neutral 
or  slightly  alkaline,  and  shows  nucleated  epithelial  cells,  non- 
nucleated  hyaline  cells,  blood  corpuscles,  and  granular  ddbris ; 
no  bacteria  are  commonly  found. 

(4)  Haematosalpinx,  or  Sactosalpinx  Haemorrhagica : 

(cl)  To  the  naked  eye  a haematosalpinx  has  features  very 
similar  to  those  seen  in  hydrosalpinx ; but  the  distended 
tube  contains  blood,  and  shows  more  marked  kinks  and 
twists  (which  may  be  in  part  the  causes  of  the  haemorrhage) ; 
and  (&)  under  the  microscope,  small  blood  extravasations  in 
the  walls  can  be  recognised  as  well  as  a pigmentary  deposit 
upon  the  mucosa.  {Note. — A haematosalpinx  is  not  always 

inflammatory  in  origin  or  due  to  haemorrhage  into  a hydro- 
salpinx ; it  may  be  caused  by  reflux  of  menstrual  blood  from 
the  uterine  cavity,  or  to  injuries  ; early  tubal  gestations  and 
tubal  moles  are  not  to  be  included  under  haematosalpinx,  the 
presence  of  pregnancy-products  in  them  being  sufficient  to 
differentiate  them.) 

(5)  Pyosalpinx,  or  Sactosalpinx  Purulenta : 

{a)  To  the  naked  eye  a pyosalpinx  has  features  similar  to 
those  of  a hydrosalpinx ; but  it  is  usually  smaller  in  size 
(size  of  the  thumb,  shape  of  a retort),  its  walls  are  thick 
(rarely  thin),  and  there  are  numerous  adhesions  binding  the 
tubes  to  neighbouring  structures,  and  to  each  other ; if  there 
be  also  an  ovarian  abscess,  the  two  cavities  (ovarian  and 
tubal)  may  unite  to  form  a tubo-ovarian  abscess ; the  tube 
is  occluded  at  both  ends ; and  the  contents  are  either  thin, 
purulent,  fluid,  or  thick,  cheesy  matter : (&)  under  the  miero- 
scope  the  contents  are  found  to  consist  of  pus,  blood  corpuscles. 
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degenerated  epithelial  cells,  and  granular  debris,  with  or 
(often)  without  bacteria  (gonococci,  streptococci,  etc.) ; the 
walls  are  thickened,  and  invaded  with  small  round  cells, 
and  in  a later  stage,  there  is  connective  tissue  formation  and 
cicatricial  changes,  with  atrophy  of  muscular  fibres ; the 
epithelium  may  remain  intact  for  a long  time ; gonococci  may 
sometimes  be  detected  in  the  tissues  of  the  wall. 

(E)  Symptoms  and  Physical  Signs: 

(1)  In  Acute  and  Chronic  Catarrhal  Salpingitis  : 

{a)  The  symptoms  may  be  absent,  and,  even  when  present, 
they  are  with  difficulty  separated  from  those  caused  by 
oophoritis  and  localised  pelvic  peritonitis ; they  consist  of — 
(i)  pain  or  discomfort  in  the  pelvis,  exaggerated  during 
walking,  defsecation,  and  micturition ; (ii)  dysmenorrhoea ; 
(iii)  colicky  pains  coming  on  in  paroxysms  ; (iv)  menorrhagia  ; 
(v)  leucorrhoea ; and  usually  (vi)  sterility : (6)  the  physiccd 
signs  are  commonly  nil. 

(2)  In  Hydrosalpinx  : 

{a)  The  symptoms  may  be  absent,  or  may  resemble  those 
named  above  (pain,  menorrhagia,  leucorrhoea,  sometimes  in 
gushes) ; constitutional  symptoms  are  uncommon : (&)  the 
great  physical  sign  is  the  presence  of  a sausage-  or  legume- 
shaped swelling  at  one  or  both  sides  of  the  uterus,  elastic  in 
consistence,  generally  movable,  and  commonly  having  a 
groove  between  it  and  the  uterus. 

(3)  In  Haematosalpinx : 

(a)  The  symptoms  and  (&)  the  physical  signs  so  closely 
resemble  those  of  hydrosalpinx  as  to  be  clinically  indis- 
tinguishable ; but  it  is  said  that  the  tubal  swelling  is  less  than 
in  hydrosalpinx,  and  is  usually  unilateral  and  adherent. 

(4)  In  Pyosalpinx : 

{a)  The  symptoms  are  those  of  catarrhal  salpingitis 
exaggerated,  and  with  septic  ones  in  addition ; there  are 
constitutional  evidences,  such  as  rigors,  high  temperature, 
rapid  pulse,  etc. : (b)  the  physical  signs  closely  resemble 
those  of  pelvic  peritonitis  (tympanitic  distension  of  abdomen, 
dorsal  decubitus,  with  knees  drawn  up,  etc.),  with  temporary 
improvement  and  relapses ; the  swelling  at  the  side  of  the 
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uterus  is  very  tender  and  resistant,  is  usually  adherent,  and 
may  fluctuate  at  parts  (abscesses),  and  the  uterus  itself  is 
flxed. 

(F)  Diagnosis:  (1)  depends  chiefly  upon  the  history  of 

the  case  (gonorrhoeal  or  septic  infection)  and  the  physical 
examination,  under  an  ansesthetic,  with  bowels  and  bladder 
empty ; then  the  bimanual  (abdomino-vaginal  and  abdomino- 
rectal)  may  reveal  a sausage-  or  retort-shaped  mass  at  one  or 
both  sides  of  the  uterus,  with  one  or  several  of  the  physical 
signs  already  referred  to  under  the  different  pathological 
varieties ; (2)  morbid  states  likely  to  be  confused  with 

salpingitis  are  tubal  pregnancy,  faecal  accumulations,  para- 
metric deposits,  tumours,  especially  those  situated  at  the 
sides  of  the  uterus  (ovarian,  tubal,  and  uterine),  and  appendi- 
citis (if  salpingitis  be  on  right  side) ; (3)  it  is  practically 
impossible  to  separate  ovarian  and  tubal  inflammations  or 
to  distinguish  between  hydrosalpinx  and  hsematosalpinx ; (4) 
the  diagnosis  between  gonorrhoeal  and  septic  salpingitis,  and 
between  these  and  the  tubercular  process,  will  be  considered 
under  these  headings. 

(G)  Peognosis  : (1)  catarrhal  salpingitis  often  ends  in 
recovery,  and  even  in  structural  integrity  of  tlie  tube ; but 
if  the  epithelium  be  destroyed  and  the  wall  thickened  and 
stiffened,  sterility  or  ectopic  gestation  may  result;  (2)  hydro- 
salpinx and  even  pyosalpinx  (occasionally)  may  end  in 
absorption ; but,  as  a rule,  the  latter  does  not  clear  up,  but 
continues  to  show  periodic  exacerbations,  with  the  escape  of 
pus  into  neighbouring  parts  (e.g.  the  intestine),  or  into  the 
peritoneum  (with  peritonitis  and  a fatal  issue) ; (3)  the 
gonorrhoeal  variety  has  a better  prognosis,  so  far  as  life  is 
concerned,  than  the  septic,  but  in  both  there  is  a tendency 
to  chronic  invalidism ; (4)  the  occurrence  of  pregnancy  may 
lead  to  leakage  of  pus  from  tube  into  peritoneum  and  set  up 
peritonitis. 

(H)  Treatment:  (1)  same  general  principles  guide  us  as 
in  pelvic  peritonitis  and  in  oophoritis  {e.g.  prevent  gonorrhoeal 
and  septic  infection  or  extension ; give  rest,  spas,  vaginal 
douches,  glycerine  and  ichthyol  plugs,  massage,  electricity 
(where  no  pus),  and  saline  purgatives,  with  counter-irritants 
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to  the  lower  part  of  abdomen),  but  it  is  necessary  to  describe 
specially  the  forms  of  surgical  interference;  (2)  surgical 
interference  may  take  the  form  of  {a)  drainage  of  pus 
cavities,  most  commonly  by  the  vaginal  route  (vaginal 
section),  but  sometimes  by  the  abdominal,  and  (rarely)  by 
the  rectal ; or  (&)  of  removal  of  the  tube  or  tubes,  with  the 
ovaries  (Lawson  Tait’s  operation  or  salpingo-oophorectomy)  or 
alone  (salpingectomy),  or  sometimes  with  the  uterus  as  well 
(abdominal  or  vaginal  panhysterectomy) ; or  (c)  of  endeavour- 
ing to  conserve  the  tubes  while  setting  them  free  from 
adhesions,  opening  the  closed  abdominal  ostium,  or  removing 
the  diseased  parts  {e.g.  outer  half  of  the  tube),  access  having 
been  gained  by  abdominal  section.  {Note. — While  the 
presence  of  pus  will  often  force  the  surgeon’s  hand,  it  may 
be  well  (especially  in  the  gonorrhoeal  form  of  salpingitis)  to 
delay  operation,  for  the  tube  contents  tend  to  become  sterile 
and,  perhaps,  to  be  reabsorbed,  and  even  if  cure  does  not 
occur,  surgical  interference  is  made  not  more,  but  less,  difficult 
by  the  changes  which  follow.) 

V.  Corporeal  Endometritis. 

(A)  Definition  and  Natuke  : inflammation,  acute  or 
chronic,  of  the  mucous  membrane  of  the  body  of  the  uterus ; 
on  account  of  the  structural  peculiarities  of  the  uterine 
mucosa,  the  changes  taking  place  in  it  simulate  new-formation 
rather  than  inflammation  as  it  is  seen  in  other  organs  {e.g. 
the  stomach) ; endometritis  is  often  the  initial  morbid  state . 
which  leads  on  to  salpingitis,  oophoritis,  pelvic  peritonitis,  and 
cellulitis. 

(B)  Synonyms  : endometritis ; uterine  catarrh. 

(C)  Etiology:  (1)  bacterial  infection  is  the  great  cause 
of  endometritis ; and  it  may  be  due  to  the  streptococcus 
pyogenes  (as  in  post-partum  and  post-abortum  sepsis,  or,  from 
the  lack  of  aseptic  precautions,  in  gynecological  operations 
and  examinations),  or  to  the  gonococcus,  to  staphylococci,  to 
sapraemic  bacteria,  the  bacterium  coli  commune,  or  the 
tubercle  bacillus;  (2)  it  may  also  be  caused  or  predisposed 
to  by  chill  during  menstruation,  uterine  displacement,  polypi 
in  the  uterus,  the  infectious  fevers  (scarlet,  measles,  etc.). 
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cholera,  phosphorus  poisoning,  and  traumatism  (non-septic  ?) 
from  pessaries,  sound,  or  dilators ; (3)  cases  of  endo- 

metritis have  sometimes  been  classified  (etiologically)  into 
“ infective  ” and  “ simple,”  but  it  is  doubtful  whether  the 
distinction  can  be  made  good. 

(D)  Pathology  : the  morbid  anatomy  may  be  best  con- 
sidered under  the  headings  “ acute  ” and  “ chronic.” 

(1)  Acute  Endometritis : (a)  to  the  naked  eye  there  is  swelling 
of  the  mucous  membrane,  blood  extravasations  are  seen  in  its 
substance,  and  its  surface  is  covered  with  mucus  or  pus ; the 
cervix  is  similarly  affected;  (h)  under  the  microscope,  the 
surface  epithelium  is  seen  to  be  destroyed,  the  sub-epithelial 
capillaries  are  congested  or  ruptured,  and  the  glands  are 
secreting  actively  (first  mucus,  and,  later,  pus) ; it  is  rare  for 
the  changes  to  be  restricted  to  the  mucous  membrane  alone 
{vide  Metritis). 

(2)  Chronic  Endometritis  : 

{a)  Glandular  or  Adenomatous  Endometritis : glands 

specially  affected ; show  increase  in  length  (hypertrophic 
form)  with  assumption  of  corkscrew  shape,  or  increase  in 
length  and  breadth  (hyperplastic  form)  with  the  development 
of  lateral  branches  or  diverticula. 

{h)  Interstitial  Endometritis : inter-glandular  substance  is 
specially  affected;  infiltration  with  numerous  small  round 
cells,  leading  in  time  to  connective  tissue  formation. 

(c)  Fungous  Endometritis  {E.  fungosa)  : both  glands  and 
interstitial  substance  affected  (mixed  type)  ; marked  thickening 
of  mucous  membrane,  with  spongy  softness,  enlargement  of 
the  blood-vessels,  hypertrophy  of  the  glands,  and  small-celled 
infiltration  of  the  interstitial  tissue ; the  surface  epithelium 
occasionally  appears  to  consist  of  several  layers  of  squames. 

{d)  Polypous  Endometritis  (E.  polyposa) : also  a mixed 
form ; differs  from  E.  fungosa  in  the  hypertrophy  being 
localised,  with  the  development  of  spongy  masses. 

{e)  Hcemorrhagic  Endometritis  {E.  hcemorrhagica') : a 

variety  of  the  interstitial  or  fungous  forms ; haemorrhage  is 
marked ; the  capillaries  are  increased  in  number,  are  dilated, 
and  have  thin  walls. 


90 


ESSENTIALS  OF  GYNECOLOGY 


(/)  Exfoliative  Endometfitis  {E.  exfoliativa):  a variety 
characterised  by  the  casting  off  of  the  mucosa  as  a membrane 
(clinically  produces  dysmenorrhoea  mernbranacea). 

{g)  Endometritis  post-ahortum : follows  abortion,  and  is 
characterised  by  occasional  presence  of  decidual  cells  in  small 
islands  in  the  mucosa. 

(7i)  Atrophic  Endometritis:  may  occur  as  last  stage  in 
interstitial  endometritis,  the  result  being  cirrhosis  with 
atrophy  of  glands ; there  is  atrophy  also  in  “ senile  endome- 
tritis,” where  there  is  necrosis  of  the  mucous  membrane  with 
(sometimes)  sclerosis  of  the  uterine  arteries  and  haemorrhage. 
(E)  Symptoms  atsid  Physical  Signs  : 

(1)  In  Acute  Endometritis : 

{a)  The  symptoms  are  (i)  sacralgia,  (ii)  pain  in  hypogastric 
region,  (hi)  rectal,  and  (iv)  bladder  trouble,  (v)  leucorrhoea,  first 
watery,  then  creamy,  and  (vi)  suppression  of  menstruation 
(sometimes  stoppage  of  flow),  or  (rarely)  menorrhagia ; 
(&)  the  physical  signs  are  (i)  hypogastric  tenderness,  (ii)  signs 
of  cervical  inflammation  (a  constant  accompaniment)  as 
revealed  by  vaginal  touch  and  (sometimes)  speculum,  (hi) 
characteristic  leucorrhoeal  discharge  (first  watery,  then 
purulent),  (iv)  the  bimanual  is  very  difficult  and  the  use  of 
the  sound  is  contraindicated,  but  bacteriological  examination 
of  the  discharge  may  show  streptococci,  staphylococci,  etc. 

(2)  In  Chronic  Endometritis : 

{a)  The  symptoms  are  (i)  menorrhagia  (sometimes  passing 
into  metrorrhagia),  (ii)  dysmenorrhoea  (sometimes  accompanied 
by  expulsion  of  a uterine  cast,  “ endometritis  mernbranacea), 
(ih)  leucorrhoea  (generally  watery,  but  sometimes  gelatinous 
(from  cervical  catarrh),  and  rarely  purulent),  (iv)  sacralgia, 
and  dragging  pain  in  groins,  (v)  sterility  or  recurrent 
abortions,  and  (vi)  disturbance  of  the  functions  of  digestion 
and  nutrition  and  of  the  nervous  system ; (&)  the  physical 
signs  are  (i)  uterine  enlargement,  as  made  out  by  the  bimanual 
or  the  sound,  (ii)  vascularity,  irregularity,  and  tenderness  of 
mucous  membrane  as  determined  by  the  sound  (tenderness 
when  sound  is  passed  and  blood  on  it  when  withdrawn), 
(hi)  appearances  of  coexistent  cervical  catarrh  (seen  with 
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help  of  speculum),  (iv)  tenderness  on  hypogastric  pressure 
(sometimes),  and  (v)  examination  of  discharges  collected  on 
plugs.  (Note. — In  senile  endometritis  the  uterus  is  not 

enlarged.) 

(F)  Diagnosis  : (1)  usually  made  from  the  history  (e.y. 
post-abortum  septic  infection),  the  symptoms,  and  the 
physical  examination  (bimanual,  speculum,  sound) ; (2)  from 
early  sarcoma  or  adeno-carcinoma,  differentiate  by  scrapings 
of  mucosa  obtained  by  curette  (in  sarcoma,  note  the  spindle 
or  round  cells  with  oval  nuclei ; in  adeno-carcinoma,  note 
that  the  glands,  which  are  increased  in  number  and  size,  are 
lined  by  more  than  one  layer  of  epithelium,  and  that  the 
epithelium  is  also  invading  the  surrounding  tissues) ; (3) 
detection  of  decidual  cells  or  chorionic  villi  may  throw  light 
on  cause  in  the  post-abortum  form  of  endometritis  ; (4)  the 
greatest  difficulty  in  diagnosis  is  met  with  in  senile  endo- 
metritis, where  the  foetid  discharge,  the  hgemorrhage,  and  the 
cachexia  strongly  suggest  malignant  disease,  but  there  is 
atrophy,  not  enlargement,  of  the  uterus. 

(G)  Prognosis  : (1)  good,  so  far  as  life  is  concerned,  in 
the  chronic  forms,  but  unless  properly  treated  the  condition 
tends  to  produce  chronic  invalidism  ; (2)  the  supervention  of 
pregnancy  may  lead  to  abortion  and  exaggeration  of  the 
symptoms,  but  if  abortion  can  be  avoided,  it  may  produce  a 
cure ; (3)  in  the  acute  form  may  be  the  cause  of  great 
danger  by  its  extension  into  the  general  circulation  by  the 
veins  (causing  pyaemia)  or  by  the  lymphatics,  or  into  the 
peritoneal  cavity  by  the  Fallopian  tubes  (causing  pyosalpinx 
and  peritonitis). 

(H)  Treatment; 

(1)  In  Acute  Endometritis : 

Treatment  follows  lines  laid  down  under  pelvic  peritonitis 
(vtde  p.  75),  and  includes  rest  in  bed,  emptying  of  bowels, 
hot  cloths  over  hypogastrium,  hot  vaginal  douche  (sometimes), 
and  morphia. 

(2)  In  Chronic  Endometritis  : 

(a)  Medical  treatment  consists  in  regulation  of  bowels, 
tonics  (iron,  quinine,  strychnine),  ergot  or  ergotin,  exercise 
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(regular,  not  excessive),  and  some  mineral  waters  Kreuz- 
nach) ; (&)  the  surgical  or  operative  treatment  (i)  usually 
consists  in  curetting,  especially  in  the  fungous  and  haemor- 
rhagic forms,  followed  by  the  application  of  caustic  {e.g. 
iodised  phenol)  on  dressed  sounds  or  Playfair’s  probes,  or  (ii) 
caustics  (carbolic  acid,  iodised  phenol,  formalin,  etc.)  may  be 
applied  to  the  endometrium  without  previous  curettage,  or 
(iii)  the  uterine  secretions  may  be  removed  by  irrigation 
(double  catheter)  or  by  pencils  of  iodoform,  or  by  packing 
uterine  cavity  lightly  with  strip  of  iodoform  gauze,  or  (iv) 
vaporisation  (cauterisation  of  the  mucous  membrane  by 
steam)  may  be  used  either  with  a double  (“  two-way  ”) 
catheter  (atmokausis)  or  with  a closed  catheter  (“  zesto- 
cautery  ”)  and  Pinkus’  boiler  with  safety  valve  and  ther- 
mometer, but  there  is  danger  of  obliteration  of  uterine 
cavity  and  perforation  of  wall  {Blacker).  {Note. — Ordinary 

vaginal  douching  and  glycerine  plugging  are  palliative,  rarely 
curative,  methods,  but  are  not  to  be  neglected.) 

VI.  Endocervicitis. 

(A)  Definition  : chronic  inflammation  of  the  mucous 
membrane  lining  the  cervical  canal : it  is  a chronic  catarrh 
similar  to  that  of  the  stomach  or  bronchial  tubes. 

(B)  Synonyms  : cervical  endometritis ; cervical  catarrh ; 
chronic  cervicitis. 

(C)  Etiology:  (1)  may  follow  acute  endocervicitis  {e.g. 

in  septic  or  gonorrhoeal  endometritis) ; (2)  may  result  from 
cervical  lacerations  (followed  by  infection) ; (3)  may  be  an 
extension  upwards  from  vaginitis,  or  (4)  may  be  due  to  a 
polypus  or  foreign  body  (tent,  pessary)  in  the  cervical  canal ; 
(5)  for  several  reasons  is  commoner  in  multipart  than  in 
nulliparae.  {Note. — Congenital  cervical  erosions  are  probably 

due  to  defective  development  of  squamous  epithelium  on 
vaginal  aspect  of  the  cervix.) 

(D)  Pathology  : the  changes  in  the  cervix  have  some- 
times been  classified  into  glandular,  hypertrophic,  and 
cicatricial,  but  they  may  be  combined : 

(1)  To  the  naked  eye  {a)  the  vaginal  surface  of  the  cervix 
may  show  two  raw-looking  areas,  which  represent  the  mucous 
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membrane  of  the  cervical  canal  everted  on  account  of  the 
cervical  laceration  (usually  present),  as  can  be  proved  by 
bringing  the  edges  of  the  tear  together ; (6)  other  smaller 
and  irregular  raw  - looking  areas  (falsely  called  “ ulcers  ”) 
can  be  seen,  constituting  granulations  or  erosions  (simple, 
papillary) ; (c)  sometimes  the  racemose  mucous  glands  of  the 
cervix  become  distended  and  form  retention-cysts  (ovula 
Nabothi)  which  protrude  as  pedunculated  polypi  from  the  os 
or  constitute  cystic  degeneration  of  the  cervix  itself  (follicular 
form) ; id)  the  whole  cervix  may  be  thickened  and  elongated 
from  this  cystic  change,  or  from  increased  formation  of 
connective  tissue  ; (e)  and  sometimes  (more  especially  in 
cervicitis  due  to  frequent  applications  of  caustics)  there  is 
cicatricial  stenosis,  atresia,  and  retention  of  menstrual  blood 
in  the  uterus. 

(2)  Under  the  microsco'pe  {a)  the  exposed  mucous 
membrane  of  the  cervical  canal  (in  ectropion)  has  a papillary 
or  granular  appearance,  due  to  increased  folding  of  the 
surface ; (b)  the  raw-looking  areas,  or  “ catarrhal  patches,’' 
are  covered  by  epithelial  cells  resembling  those  of  the 
cervical  canal  (cubical),  but  smaller  and  narrower ; (c)  the 
glands  are  increased  in  size  and  number,  and,  on  account 
of  connective  tissue  formation,  their  ducts  are  obstructed, 
leading  to  the  development  of  retention  cysts ; {d)  rarely, 
a true  ulcerative  process  (with  loss  of  the  epithelium)  is 
detected  by  the  microscope. 

(E)  Symptoms  and  Physical  Signs  ; 

(1)  The  symptoms  are  (a)  sacralgia  and  weight  in  pelvis, 
increased  by  exercise,  (&)  leucorrhoea  (glairy  mucus,  some- 
times becoming  purulent),  (c)  irregular  menstruation  (e.g. 
menorrhagia),  {d)  dysmenorrhoea,  and  (e)  sterility  (occa- 
sionally) : 

(2)  The  physical  signs  are  made  out  by  vaginal  touch 
and  the  use  of  the  speculum ; they  vary  with  the  morbid 
anatomy,  but  usually  include  some  or  all  of  the  following : 
— (a)  enlargement  of  cervix ; (&)  gaping  condition  of  os ; 
(c)  velvety  feeling  of  the  margins  of  the  os  (due  to  ectropion) 
and  of  the  catarrhal  patches  on  the  cervix ; {d)  presence 
of  pea-sized  nodules  in  the  cervix,  or  (e)  the  projection  of 
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polypoidal  bodies  from  it  (the  ovula  Nabotlii) ; (/)  with 
the  speculum  the  laceration  and  the  catarrhal  patches  can  be 
seen  to  constitute  the  spots  that  have  the  velvety  feeling, 
they  have  a bright  red  colour;  (^)  the  ovula  Nabothi  are 
bluish  red  projections,  with  or  without  pedicles;  and  (/i) 
glairy  mucus  can  be  seen  pouring  from  the  os. 

(F)  Diagnosis  : the  physical  signs,  as  determined  by 
touch  and  the  speculum,  usually  suffice ; but  marked 
hardening  of  the  cervix  about  the  menopause  suggests 
malignant  disease,  and  justifies  removal  of  a small  piece  of 
tissue  for  microscopic  examination. 

(G)  Prognosis  : good  so  far  as  life  is  concerned,  but 
complete  and  speedy  cure  is  often  difficult  of  accomplish- 
ment. 

(H)  Treatment:  (1)  since  the  leucorrhoea  has  a debilitating 

and  depressing  effect,  constitutional  treatment,  consisting  in 
tonics  (iron,  arsenic,  quinine,  strychnine),  change  of  air  and 
scene,  and  mild  exercise,  is  usually  necessary;  (2)  local 
treatment  is  most  important  and  may  assume  several  forms, 
{a)  hot  vaginal  douching  (anodyne,  astringent,  or  antiseptic), 
with  glycerine  and  ichthyol  plugging ; (&)  the  application  of 
iodine  or  iodised  phenol  (on  cotton  wool)  to  the  cervix,  the 
mucus  having  been  removed  previously ; (c)  puncture  of  the 
enlarged  cervix  with  the  Paquelin  cautery  (ignipuncture)  or 
with  ordinary  bistoury  (scarification),  both  to  set  up  healthy 
action  and  to  evacuate  cyst  contents ; {d)  removal  of 

polypoid  projections  with  curette ; (e)  replacement  of  uterus 
and  retention  with  pessary  if  there  is  retro-displacement 
and  prolapsus;  (/)  repair  of  cervical  laceration  (trache- 
lorrhaphy), with  one  or  other  of  following  operations : — {g) 
excision  of  diseased  cervical  mucous  membrane  of  anterior 
and  posterior  lips  (Schroeder’s  operation) ; {h)  excision  of 
wedge-shaped  parts  of  anterior  and  posterior  lips  with  the 
diseased  mucosa  (Martin’s  operation) ; (i)  removal  of  cone- 
shaped  portion  of  cervix,  including  the  cervical  canal  (Sims’ 
operation)  or  cervical  exsection  (rarely  employed,  for  tends  to 
produce  stenosis) ; and  (y)  bilateral  incisions  and  dilatation  of 
the  canal  in  the  cicatricial  type  of  endocervicitis,  to  allow 
escape  of  secretions. 
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VII.  Acute  Metritis. 

(A)  Definition  : acute  inflammation  of  the  mesometrium 
or  muscular  coat  of  the  uterus,  following  immediately  upon 
acute  endometritis  or  perimetritis. 

(B)  Synonyms  : acute  mesometritis ; puerperal  fever  or 
sepsis ; acute  uterine  sepsis  or  gonorrhoeal  infection  ; acute 
streptococcous  or  gonococcous  metritis. 

(C)  Etiology:  (1)  extension  of  bacterial  infection  to 
the  muscular  coat  of  the  uterus  from  the  endometrium  or 
perimetrium ; (2)  the  common  infections  are  streptococcous 
or  mixed  (after  labour  or  abortion  or  non-aseptic  operations 
and  examinations),  and  gonococcous  as  an  upward  extension 
from  the  vagina. 

(D)  Pathology  : (1)  to  the  naked  eye,  the  uterus  is 
enlarged,  the  muscular  coat  being  thick  and  soft ; veins 
engorged ; section  shows  bright  red  surface,  from  which 
exudes  first  a clear  yellow,  and  later  a yellowish  red  fluid  ; 
throughout  the  mesometrium  are  numerous  small  abscesses ; 
the  mucosa  is  thickened  and  congested  and  covered  by  dark, 
oSensive  mucus ; the  peritoneal  coat  is  covered  with  lymph  ; 
the  placental  site,  through  which  septic  infection  may  have 
taken  place,  may  show  fragments  of  placental  tissue,  with 
thrombi  in  the  neighbouring  blood-vessels : (2)  under  the 
microscope,  the  muscular  coat  is  seen  to  be  infiltrated  with 
small  round  cells,  and  streptococci  may  be  seen  there  as 
well  as  in  the  mucous  membrane,  and  in  the  lymphatics  and 
veins. 

(E)  Symptoms  and  Physical  Signs  : (1)  the  symptoms 
consist  in  rigors ; rise  of  temperature ; pain  in  hypogastric 
region,  especially  during  micturition  and  defsecation ; nausea 
and  vomiting ; arrest  of  lochial  discharge  (in  puerperal  form) 
or  of  menstruation  ; and,  later,  in  grave  cases,  delirium : (2) 
the  physical  signs  are  hypogastric  tenderness ; rigidity  of 
abdominal  muscles ; heat  and  dryness  of  vaginal  wall ; en- 
largement of  uterus,  as  detected  by  bimanual,  under  an 
anaesthetic;  rapidity  of  pulse  {e.g.  120  per  minute)  and  of 
respiration. 

(F)  Diagnosis  : that  of  acute  pelvic  inflammation  in 
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general,  and  discovery  of  streptococcus  pyogenes  or  of  gono- 
coccus in  the  discharge  from  the  uterus;  it  is  impossible  to 
differentiate  mesometritis  from  endometritis  or  perimetritis, 
and  it  generally  is  associated  also  with  some  degree  of  pelvic 
peritonitis  or  cellulitis. 

(G)  Peognosis  : is  a serious  disease ; may  pass  into 
peritonitis  and  death,  or  may  become  chronic,  or  may  lead  to 
localised  abscess-formation  in  the  uterine  wall,  or  may  end  in 
resolution  and  absorption  (with  proper  treatment) ; complete 
recovery  is  rare. 

(D)  Tkeatment  : (1)  in  the  se'ptic  form,  early  intra-uterine 
douching  (perchloride  of  mercury,  1 in  4000),  perhaps 
curettage  or  bcouvillonage,  and  packing  with  iodoform  gauze 
(renewed  within  twenty-four  hours);  if  the  site  of  infection  is 
still  in  the  uterine  cavity,  and  if  there  are  abscesses  in  uterine 
wall,  hysterectomy  is  sometimes  undertaken ; stimulating 
measures  may  be  required  ; morphia  is  needed  for  pain, 
preceded  by  evacuation  of  bowels  with  an  enema ; (2)  in  the 
gonorrliosal  form,  packing  the  uterus  with  gauze  saturated  in 
protargol  or  lysol  has  been  recommended  to  check  the  upward 
extension  of  the  disease  to  the  tubes. 

VIII.  Chronic  Metritis. 

(A)  Definition  : increased  connective  tissue  formation 
in  the  uterus  due  to  long-continued  hyperaemia,  producing 
cirrhosis  of  the  organ  and  interfering  with  its  involution. 

(B)  Synonyms  : chronic  parenchymatous  inflammation 

of  the  uterus ; chronic  myometritis ; areolar  hyperplask ; 
diffuse  proliferation  of  connective  tissue  in  the  uterus ; and 
uterine  subinvolution. 

(C)  Etiology:  the  causes  are — (1)  pelvic  inflammation 
after  labour  or  abortion,  associated  with  retention  in  utero 
of  fragments  of  placenta  or  deciduae,  and  with  cervical 
lacerations ; and  (2)  uterine  hyperaemia  or  congestion, 
associated  with  early  rising  in  the  puerperium,  non-lactation, 
uterine  displacements,  and  the  pressure  of  tumours. 

(D)  Pathology:  (1)  to  the  naked  eye  the  uterus  is 
enlarged,  congested,  and  soft,  and,  at  a later  stage,  enlarged, 
anaemic,  and  indurated;  (2)  under  Coe  microscope,  small  round 
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cells  abound  round  the  muscular  fibres  and  blood-vessels  of 
the  mesometriuin,  and,  in  the  later  stage,  there  is  localised 
hyperplasia  of  the  perivascular  connective  tissue  (sclerosis) 
with  dilatation  of  the  lymphatic  spaces  ; there  may  be 
glandular  hyperplasia  of  the  mucous  membrane,  indeed  en- 
dometritis is  constant. 

(E)  Symptoms  and  Physical  Signs:  (1)  the  sym^ptoms 
include  slow  and  incomplete  recovery  after  labour  or  abortion, 
with  sacralgia,  menorrhagia,  leucorrhoea  (if  endometritis), 
bearing-down  pains,  along  with  anaemia,  digestive,  and 
nervous  disorders  (hysteria) ; if  pregnancy  should  occur,  as  is 
not  uncommon,  it  often  ends  in  abortion  or  in  labour  with 
delay  in  the  first  and  second  stages,  and  haemorrhage  in  the 
third;  later  there  is  sterility:  (2)  the  physical  signs  are 
enlargement,  regular  and  considerable,  of  the  uterus,  as  detected 
by  the  sound  and  the  bimanual,  softness  and,  later,  hardness 
of  the  enlarged  organ,  mobility,  with  displacement  (retroflexion) 
of  it,  and  tenderness  (probably  due  to  coincident  endometritis). 

(E)  Diagnosis  : from  early  pregnancy  the  diagnosis  is 
difficult,  for  in  it  and  in  chronic  metritis  there  may  be  cervical 
softening  and  the  violet  discoloration  of  the  vaginal  orifice  ; 
but  rely  on  menstrual  suppression  (in  pregnancy)  and  on 
shape  of  uterus  (globular  in  pregnancy,  pyriform  in  chronic 
metritis),  as  determined  by  the  bimanual. 

(G)  Pkognosis  : is  not  a danger  to  life,  but  may  cause 
prolonged  ill-health ; if  the  stage  of  induration  is  reached 
early  the  symptoms  disappear  sooner. 

(H)  Tkeatment  : (1)  hygiene:  easy  exercise  in  open  air, 
with  rest  for  hour  or  two ; rest  at  menstrual  times  ; (2) 
medicinal  means:  ergot,  ergotin,  or  hydrastis  (m.  20,  thrice 
daily) ; iodide  of  potassium  (gr.  5)  as  absorbent ; saline 
purgatives  (such  as  Carlsbad,  Hunyadi  Janos,  or  sulphate  of 
magnesia)  ; iron  and  quinine  ; (3)  local  means : hot  vaginal 
douches  at  night,  cold  hip-bath  in  morning  followed  by 
vigorous  towelling,  or  medicinal  baths  (Kreuznach,  Wiesbaden, 
etc.),  counter-irritation  in  iliac  regions  {e.g.  small  fly-blisters), 
or  to  cervix  (iodine),  and  (sometimes)  electricity ; support 
uterus  with  pessary  (ring)  ; (4)  operative  means : curettage, 
amputation  of  cervix  (even  when  hypertrophy  of  cervix  is 
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not  marked) ; (5)  for  tendency  to  chronic  invalidism  and 
neurasthenia : Weir  Mitchell’s  treatment,  with  seclusion, 
forced  feeding,  and  massage. 

IX.  Vaginitis. 

(A)  Definition  and  Natuise  : inflammation,  acute  or 
chronic,  of  the  mucous  membrane  of  the  vagina ; since  the 
vaginal  mucosa  is,  in  certain  details,  skin-like,  inflammation  of 
it  resembles  that  of  a cutaneous  surface  rather  than  of  a 
mucous  membrane  (it  has  few  glands  and  many  layers  of 
pavement  epithelium,  and  is  resistant  to  pathogenic  germs). 

(B)  Synonyms  : colpitis ; elythritis. 

(C)  Etiology  : (1)  the  common  cause  is  infection 
(gonorrhoeal,  strep  tococcous,  staphylococcous,  saprophytic)  acting 
upon  a vagina  in  which  the  mucosa  has  been  injured  or  in 
which  the  microbicidal  secretions  have  been  neutralised  or 
removed ; (2)  the  infection  may  reach  the  canal  from  below 
(gonorrhoea,  septic  instruments,  etc.)  or  from  above  (irritating 
uterine  discharges  or  from  fistulse)  ; (3)  predisposing  circum- 
stances are  the  use  of  badly  constructed,  badly  fitting,  or 
imperfectly  cared-for  pessaries,  of  too  hot  douches,  of  mechani- 
cal irritants  ; a low  state  of  the  general  health ; the  exanthe- 
mata (measles,  diphtheria,  scarlet  fever). 

(D)  Pathology  : (1)  varieties  of  vaginitis  have  been 
enumerated  under  the  names  of  simple,  gonorrhoeal,  granular, 
adhesive,  emphysematous  (kolpo-hyperplasia  cystica),  vesicular, 
cystic,  exanthematous  (membranous  and  pseudo-membranous), 
and  mycotic  (due  to  fungi)  ; where  the  perivaginal  connective 
tissue  is  involved,  the  phlegmonous  variety  is  established; 
(2)  to  the  naked  eye,  the  surface  shows  redness ; first  dryness 
and  then  serous  or  purulent  secretion ; papilliform  granula- 
tions ; or  adhesions  of  contiguous  raw  areas  (senile),  which 
may  have  resulted  from  the  bursting  of  vesicles ; or  a grey 
membrane  or  pseudo-membrane  ; a peculiar  crackling  sensa- 
tion may  be  given  to  the  finger  by  the  presence  of  gas-contain- 
ing cysts  under  the  mucous  membrane ; in  the  phlegmonous 
vaTiety,  the  perivaginal  tissues  are  indurated  with  local  soft 
areas  (abscesses)  : (3)  under  the  microscope,  changes  corre- 
sponding to  the  naked  eye  characters  are  found  (shedding  of 
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epithelium,  hypertrophy  of  papillae,  and  discovery  of  microbes 
(gonococci,  streptococci)  in  the  discharges  or  surface  epithelium, 
or  of  fungi,  such  as  the  Oidium  lactis  and  the  Leptothrix 
vaginalis). 

(E)  Symptoms  and  Physical  Signs:  (1)  in  the  acute 
form  (a)  the  symptoms  are  burning  pain  and  heat  in  the 
vagina,  frequency  of  micturition  and  dysuria,  increased 
secretion  (sero-purulent),  pruritus  vulvae  (from  irritation), 
dyspareunia,  and  constitutional  symptoms  (fever,  malaise,  etc.) 
in  the  severe  types  (phlegmonous,  diphtheritic,  etc.) ; (h)  the 
physical  signs  are  heat  and  tenderness  of  the  vagina,  rough- 
ness or  velvety  feeling  of  the  walls,  and  the  presence  of  the 
sero-  or  muco-purulent  discharge  bathing  the  parts ; enlarge- 
ment of  inguinal  glands  : (2)  in  the  chronic  forms  {a)  the 
symptoms  are  scanty,  consisting  chiefly  of  leucorrhoea  and 
depression  of  health  and  spirits ; (h)  the  physical  signs  vary 
with  the  morbid  changes  present,  and  may  be  raw  areas, 
adhesions,  cicatricial  contractions,  membranous  exudations, 
and  the  like  (as  seen  by  the  speculum). 

(F)  Diagnosis  : usually  easy,  and  recognised  by  the 
history  of  the  case  (gonorrhoeal  infection,  use  of  ill-fitting  or 
dirty  pessaries,  etc.),  by  the  symptoms  (especially  in  the  acute 
stage),  and  by  the  appearances  as  seen  through  the  speculum  ; 
in  the  gonorrhoeal  form,  there  is  usually  coincident  urethritis 
(drop  of  pus  can  be  squeezed  out  of  urethra)  and  Bartholinitis 
{g.v.),  and  the  gonococcus  may  be  found  in  the  discharge. 

(G)  Prognosis  : good,  if  properly  and  promptly  treated 
{e.g.  by  removal  of  an  obvious  cause,  such  as  pessary,  uterine 
discharges,  fluid  from  a fistulous  tract,  etc.)  ; but  apt  to  be 
unfavourable  in  the  gonorrhoeal  form,  where  the  inflammation 
tends  to  spread  to  the  cervix,  body  of  the  uterus,  tubes,  and 
peritoneum. 

(H)  Treatment  : (1)  in  acute  vaginitis,  rest  in  bed,  light 
diet,  saline  purgatives,  morphia  suppositories  (for  pain),  and 
copious  hot  vaginal  douches  (plain  water  or  normal  salt 
solution)  are  indicated ; and,  if  the  parts  are  not  too  tender, 
the  vagina  may  be  packed  twice  daily  with  sterilised  or 
iodoform  gauze  : (2)  in  chronic  cases,  the  vaginal  douches 
(now  containing  an  antiseptic,  such  as  perchloride  of  mercury 
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(1  in  4000)  or  boracic  acid)  are  continued,  and  in  later  stages 
astringent  applications  (sulphate  of  copper  (20  gr.  to  1 oz.)  or 
nitrate  of  silver  (10  gr.  to  1 oz.)  or  protargol)  may  be  used; 
in  the  gonorrhoeal  type  applications  of  trichloracetic  acid 
(1  to  2 per  cent.)  and  methylene  blue  (1  per  cent.)  are  recom- 
mended ; glycerine  and  ichthyol  plugs  are  needed  ; iodoform 
pencils  are  employed  in  the  septic  cases,  and  medicated 
pessaries  (cacao  butter)  containing  astringent,  emollient,  or 
sedative  drugs  are  useful ; abscess  cavities  in  the  vaginal  walls 
must  be  opened ; and  the  cause  of  the  vaginitis,  if  still  in 
action,  must  be  removed. 

X.  Vulvitis. 

(A)  Definition  : inflammation,  acute  or  chronic,  of  the 

vulva.  {Note. — Inflammation  especially  affecting  the  vulvo- 

vaginal glands  is  described  under  the  name  Bartholinitis.) 

(B)  Varieties  : simple  (or  catarrhal),  purulent,  and 
follicular  forms  have  been  described ; various  skin  diseases, 
such  as  eczema,  herpes,  and  erysipelas  may  affect  the  skin 
of  the  vulva,  but  they  can  hardly  be  regarded  as  forms  of 
vulvitis.^ 

(C)  Etiology  : local  irritation  (uncleanliness,  chaflng, 
passage  of  irritating  vaginal,  vesical,  or  uterine  discharges 
over  the  surface,  ascarides  from  rectum,  etc.),  gonorrhoeal 
infection,  attempted  rape  (in  case  of  children,  but  rare) 
exanthemata,  and  debility. 

(D)  Pathology  : (1)  to  the  naked  eye,  the  vulva  is  red 
and  swollen,  and  may  show  erosions,  ulcers,  or  follicular 
elevations;  rarely  the  diphtheritic  pseudo-membrane  or  gan- 
grenous patches  may  be  seen ; the  surface  is  bathed  in  a 
creamy  purulent  discharge  (in  later  stage)  : (2)  under  the 
micTosco'pe,  the  inflammation  may  be  found  limited  to  the  skin 
or  affecting  also  the  sebaceous  and  mucous  glands. 

(E)  Symptoms  and  Physical  Signs  : (1)  the  symptoms 
are  itching,  pain,  and  feeling  of  swelling  of  the  vulva,  with  a 
watery,  mucous,  or  muco-purulent  discharge  which  stains  the 

linen;  there  may  be  dysuria  and  difficulty  in  walking:  (2) 

/ 

’ Their  description  will  be  found  in  any  standard  text-book  of  Diseases  of 
the  Skin. 


GYNECOLOGICAL  DISEASES 


lOI 


the  'physical  sig'iis  are  redness  and  swelling  of  the  parts,  with 
the  development  of  erythema,  excoriations,  ulcers,  or  follicular 
elevations ; the  inguinal  glands  are  enlarged,  and  may 
suppurate. 

(F)  Diagnosis  : easy ; but  discovery  of  cause  may  be 
more  difficult  {e.g.  search  for  gonococcus  in  discharge).  {Note. 
— Vulvitis  in  children  is  common,  and  does  not  necessarily 
point  either  to  attempts  at  rape  or  to  gonorrhoeal  infection.) 

(G)  Prognosis:  good. 

(H)  Treatment:  (1)  remove  the  cause,  if  ascertainable 
{e.g.  uncleanliness,  weak  health,  parasites,  irritating  discharges 
from  vagina  or  urethra,  etc.);  (2)  frequent  douching  or  wash- 
ing of  affected  parts  {e.g.  by  sitz-bath)  with  hot  water,  normal 
salt  solution,  boracic  lotion,  or  acetate  of  lead  and  opium  lotion  ; 

(3)  application  of  drying  powders,  such  as  talc  powder 
(95  per  cent.),  with  boracic  acid  (5  per  cent.),  or  of  ointments, 
such  as  oxide  of  zinc,  hazeline  cream,  or  resorcin  and  vaseline ; 

(4)  in  later  (and  chronic)  stages,  apply  stimulating  lotions, 
such  as  nitrate  of  silver  (2  per  cent.)  or  sulphate  of  zinc 
(3  gr.  to  1 oz.) ; (5)  in  the  follicular  form,  paint  on  tincture 
of  iodine,  and  evacuate  pus  from  the  follicles  (pressure  or 
knife). 

XI.  Bartholinitis. 

(A)  Definition  : inflammation  of  one  or  both  of  the 
vulvo-vaginal  or  Bartholinian  glands. 

(B)  Synonyms  : inflammation  of  vulvo-vaginal  glands ; 
Bartholinian  or  labial  abscess. 

(C)  Etiology  : commonly  an  extension  of  vulvitis  or 
vaginitis ; generally  gonorrhoeal  in  origin ; secretion  is 
retained  in  gland,  and  cyst  forms  and  then  abscess. 

(D)  Pathology  : the  flrst  part  to  be  affected  is  the 
duct,  which  becomes  obstructed  with  pus  and  desquamated 
epithelial  cells  (in  which  the  gonococcus  may  be  demonstrated)  ; 
later,  the  parenchyma  of  the  gland  becomes  inflamed,  is 
quickly  destroyed,  and  an  abscess  results ; or,  in  other  cases,  a 
retention-cyst  forms  in  the  gland,  which  becomes  secondarily 
infected  with  pyogenic  germs  (staphylococcus  pyogenes  aureus, 
bacterium  coli  commune,  etc.)  and  then  suppurates. 
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(h)  Symptoms  and  Physical  Signs:  (1)  the  symptoms 
are  swelling  and  marked  tenderness  and  throbbing  pain  in  one 
or  both  labia  majora,  with  difficulty  in  locomotion  and 
micturition,  and  some  elevation  of  temperature  (101°  F.); 
(2)  the  physical  signs  are — (a)  the  presence  of  a globular 
swelling,  about  the  size  of  a pigeon’s  egg,  in  one  or  both 
labia,  with  redness  and  oedema  of  the  skin  covering  it ; (&) 
enlargement  of  the  inguinal  glands  of  the  affected  side  (if 
unilateral ; (c)  eversion  of  the  mucous  membrane  of  the  duct 
(seen  as  a dark  red  spot  or  “ macula  gonorrhoese  ” on  the  inner 
aspect  of  the  labium  majus) ; and  {d)  fluctuation  (if  pus  be 
present)  or  a flstulous  tract  (if  the  abscess  have  already 
burst). 

(F)  Treatment:  (1)  hot  fomentations  to  relieve  the 
pain,  and  antiseptic  poultices ; (2)  free  incision  of  the  abscess 
on  inner  aspect  of  labium,  with  drainage  by  strip  of  iodoform 
gauze  left  in  sac ; (3)  in  chronic  cases,  curette  or  dissect  out 
the  capsule  and  remains  of  the  gland,  and  close  incision  with 
sutures. 

XII.  Cystitis. 

(A)  Definition  : inflammation,  acute  or  chronic,  of  the 
mucous  membrane  of  the  urinary  bladder,  rarely  affecting  also 
the  submucous  and  muscular  layers. 

(B)  Nature  : not,  strictly  speaking,  a gynecological 
disease,  but  is  often  associated  with  such. 

(C)  Etiology  : (1)  the  essential  cause  is  infection  of 
the  mucous  membrane  by  pathogenic  microbes  {e.g.  the  colon 
bacillus,  the  gonococcus,  streptococci,  staphylococci,  and  the 
tubercle  bacillus);  (2)  the  microbes  may  gain  entrance 
through  the  urethra  on  catheters  or  foreign  bodies,  or  may 
descend  from  the  kidneys  in  the  urine  (as  in  pyelitis),  or  may 
pass  through  into  the  viscus  from  the  neighbouring  parts  (the 
rectum.  Fallopian  tube,  and  colon)  ; (3)  but  predisposing 
causes  are  needed  to  encourage  the  growth  of  the  germs,  such 
as  congestion  of  the  bladder  (from  chill,  over  distension,  dis- 
placements, etc.),  contusions  of  it  (as  in  labour,  abdominal 
operations,  or  from  calculi  or  foreign  bodies),  or  irritating 
states  of  the  urine. 
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(D)  Pathology  : (1)  to  the  naked  eye,  the  mucous  mem- 
brane is  congested  and  swollen,  in  severe  cases  it  is  thrown 
into  folds,  and  may  show  haemorrhages  and  erosions,  in 
chronic  cases  the  muscular  coat  is  hypertrophied  and  the 
bladder  cavity  diminished  in  size,  and  in  rare  cases  (retrover- 
sion of  the  gravid  uterus)  the  whole  mucosa  may  slough  ; (2)  on 
the  inner  aspect,  a deposit  of  pus,  mucus,  phosphates,  bacteria, 
and  transitional  epithelial  cells  may  be  found  ; (3)  the  urine  is 
generally  (but  not  always)  alkaline,  and  may  contain  the 
substances  noted  above,  as  well  as  blood  and  albumen  (from 
the  pus) ; (4)  the  peritoneum  covering  the  bladder  some- 
times is  inflamed  (pericystitis),  and  rarely  the  inflammation 
spreads  to  the  neighbouring  connective  tissue  (paracystitis). 

(E)  Symptoms  and  Physical  Signs:  (1)  in  acute  cystitis 
(a)  the  symptoms  are  constant  desire  to  micturate  and  pain 
before  and  after  the  act,  along  with  slight  constitutional 
disturbance  in  severe  types  ; (&)  the  physical  signs  are  pain 
on  pressure  through  the  anterior  vaginal  fornix,  along  with 
the  passage  of  a urine  of  low  specific  gravity,  containing  much 
mucus,  some  pus,  and  occasionally  blood : (2)  in  chronic 
cystitis  (a)  the  local  symptoms  are  less  marked  (dysuria,  fre- 
quency, and  pain  on  distension  of  the  bladder),  but  there  may 
be  grave  constitutional  phenomena ; (&)  the  physical  signs  are 
chiefly  those  found  on  examination  of  the  urine,  which  is 
commonly  ammoniacal,  alkaline,  and  thick,  and  contains 
mucus,  pus,  transitional  epithelium,  bacteria,  and  triple 
phosphates. 

(F)  Diagnosis  : tenderness  over  the  bladder  and  through 
anterior  fornix,  the  symptoms,  the  examination  of  the  urine 
(microscopical,  chemical,  and  bacteriological),  and  cystoscopy 
{q.v.,  p.  67). 

(G)  Prognosis:  (1)  most  commonly  the  acute  attack  is 
recovered  from,  but  (2)  it  may  become  chronic  and  intract- 
able; (3)  in  rare  cases,  sloughing  of  the  mucous  membrane 
may  occur,  or  the  neighbouring  tissues  become  involved  (para- 
metritis chronica  atrophicans,  q.v.,  p.  79). 

(H)  Treatment  : (1)  prevention  is  most  important,  and 
aseptic  precautions  {e.g.  in  passing  catheters,  etc.)  will  do 
much  to  lessen  the  frequency  of  cystitis ; (2)  in  acute  cystitis, 
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rest  ill  bed,  milk  diet,  diluent  drinks  (barley  water  and 
aerated  waters),  hot  sitz  - baths,  fomentations,  and  vaginal 
douches  are  indicated ; as  medicines,  tincture  of  hyoscyamus, 
infusion  of  buchu,  urotropin  (10  gr.),  salol  (5  gr.)  or  helmitol 
may  be  used,  with  morphia  suppositories  occasionally ; (3)  in 
chronic  cystitis,  hyoscyamus  and  buchu  may  be  continued ; 
benzoate  of  ammonia  (15  gr.)  is  useful:  bladder  irrigation 
(double  catheter)  with  water,  or  permanganate  of  potash 
solution  or  perchloride  of  mercury  (1  in  7000)  is  generally 
necessary  ; to  give  the  bladder  complete  rest,  in  obstinate  cases, 
make  artificial  vesico-vaginal  fistula,  suturing  the  vesical  to 
the  vaginal  mucous  membrane,  and  close  the  fistula  after  cure 
has  been  effected  (risk  of  permanent  contraction  of  bladder 
cavity) ; a self-retaining  catheter  in  the  bladder  does  not 
give  the  same  degree  of  relief ; dietetic  restrictions  need  not 
be  so  exact  as  in  acute  stage,  but  large  quantities  of  milk, 
with  purgatives  to  keep  bowels  acting,  are  of  great  benefit. 

XIII.  Urethritis. 

(A)  Definition  : inflammation  of  the  urethral  mucosa, 
generally  due  to  gonorrhoea. 

(B)  Etiology  : gonorrhoeal  infection,  and,  less  often, 

passage  of  a dirty  catheter,  injuries,  and  mechanical  irritation. 

(C)  Pathology  : catarrhal  inflammation  of  the  mucosa, 
specially  affecting  Skene’s  tubules ; gonococci  may  be  found 
in  the  secretion,  or  (even  long  afterwards)  in  Skene’s  tubules. 

(D)  Symptoms  and  Physical  Signs  : (1)  itchiness,  prick- 
ling pain  in  urethra ; frequent  and  painful  micturition ; and 
a discharge,  at  first  serous,  and,  later,  purulent:  (2)  the 
finger  in  the  vagina  feels  the  urethra  swollen  and  tender 
through  the  anterior  vaginal  wall ; by  pressure  a drop  of 
pus  can  be  squeezed  out  of  the  meatus ; there  may  be  slight 
prolapse  of  urethral  mucosa. 

(E)  Diagnosis  and  Prognosis  : condition  is  recognised 
by  symptoms,  physical  signs,  and  detection  of  gonococci  in 
secretion ; it  is  apt  to  be  intractable,  and  may  be  starting- 
place  of  long  series  of  morbid  changes,  including  vaginitis, 
endometritis,  salpingitis,  and  peritonitis. 

(E)  Treatment  : aerated  waters  and  Nesbitt’s  specific 
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(Liq.  Copaibie  Co.,  in  1-dnn.  doses)  relieve  symptoms  ; urethral 
irrigation,  or  the  application  (with  cystoscope)  of  nitrate  of 
silver  (20  gr.  to  1 oz.)  may  be  needed;  in  obstinate  cases, 
Skene’s  tubules  may  require  to  be  laid  open. 

XIV.  Ureteritis  and  Nephritis  : are  considered  best 
ill  text-books  of  medicine.  (Garceau  has  given  a good  account 
of  the  gynecological  aspects  of  ureteritis. — Amer.  Jonrn.  Med. 
Sc.,  cxxv.  284,  1903). 

XV.  Gonorrhceal  Infection. 

Gonococcous  infection  of  various  parts  of  the  genito- 
urinary tract  has  already  been  referred  to ; but  it  may  be 
well  to  emphasise  the  following  facts  : — 

(A)  Gonorrhoea  is  due  to  the  gonococcus  of  Neisser,  an 
ierobic  diplococcus,  which  can  be  stained  by  Gram’s  method, 
and  grows  (in  round  greyish  colonies)  in  agar. 

(B)  It  is  a venereal  disease,  and  is  commonly  acquired 
by  contact  of  mucous  surfaces,  as  in  the  sexual  act  performed 
by  individuals,  one  of  whom  has  the  malady  in  an  acute,  a 
chronic,  or  even  in  a latent  form. 

(C)  In  its  nature,  it  is  an  infective  inflammation,  and  it 
specially  affects  surfaces  covered  by  columnar  epithelium ; 
but  it  is  not,  as  was  once  thought,  limited  in  its  action  to  the 
vulva,  urethra,  and  vaginal  orifice,  for  it  may  extend  to  the 
vagina,  the  uterus,  the  Fallopian  tubes,  peritoneum,  and 
pelvic  lymphatics  on  the  one  hand,  and  to  the  bladder, 
ureters,  and  kidneys  on  the  other. 

(D)  The  vaginal  secretion  and  the  tissues  of  the  cervix 
usually  bar  its  upward  progress ; but  these  may  be  overcome 
by  mechanical  means,  and  doubtless  indiscriminate  vaginal 
douching  and  examinations  in  the  early  stage  may  be  to 
blame  for  its  spread ; it  generally  extends  by  continuity 
of  mucous  surfaces,  but  sometimes,  apparently,  it  is  carried 
by  the  blood  and  lymph. 

(E)  Gonococci  may  long  remain  in  the  crypts  of  the 
Bartholinian  and  cervical  glands,  as  well  as  in  Skene’s 
tubules,  and  so  permit  of  an  extension  of  the  disease  at  a 
much  later  period. 


io6 


ESSENTIALS  OF  GYNECOLOGY 


(F)  When  the  disease  has  once  reached  the  endometrium, 
it  is  difficult  to  prevent  the  infection  of  the  tubes  (salpingitis, 
pyosalpinx,  etc.),  ovaries,  and  pelvic  peritoneum. 

(G)  All  the  morbid  changes  which  follow  gonorrhoeal 
infection  are  not  necessarily  due  to  the  gonococcus ; some, 
especially  the  suppurative  and  metastatic  phenomena,  may 
be  due  to  the  action  of  other  microbes  (streptococci  and 
staphylococci),  for  which  it  prepares  the  way  (by  neutralising 
the  vaginal  secretion,  etc.). 

(H)  The  most  effective  treatment  is,  therefore,  early  and 
complete  cleansing  of  the  affected  parts  (vulva,  urethra)  and 
the  use  of  bactericidal  agencies,  great  care  being  taken  not  to 
carry  the  infection  onward  by  the  very  means  employed  {e.g. 
vaginal  douches  when  there  is  no  vaginitis,  or  the  mani- 
pulations associated  with  the  management  of  labour  and  the 
puerperium). 

XVI.  Septic  Infection. 

Septic  infection  of  the  various  reproductive  organs  has 
already  been  described  under  each  of  the  organs,  but  some 
general  statements  may  be  made  here. 

(A)  Sepsis  is  due  to  the  action  of  streptococci  (especially 
the  streptococcus  pyogenes),  of  staphylococci  (staphylococcus 
pyogenes  aureus,  S.  pyogenes  albus,  S.  pyogenes  citreus,  and  S. 
epidermidis  albus),  and  of  bacilli  (bacillus  coli  communis, 
bacillus  aerogenes  capsulatus) ; differentiating  cultures  of  these 
can  be  made. 

(B)  Septic  infection  is  a common  cause  of  gynecological 
diseases,  and  may  take  place  in  various  ways : it  may  occur 

(1)  after  labour  or  abortion  by  the  entrance  of  germs  at  the 
placental  site  and  through  lacerations  in  the  vulva,  vagina,  or 
cervix ; (2)  by  the  use  of  dirty  instruments  (sound,  tents, 
specula)  or  fingers  in  examinations ; (3)  on  account  of  imper- 
fect asepsis  or  antisepsis  in  operations,  major  or  minor ; and 
(4)  by  transmission  of  the  germs  from  neighbouring  parts  {e.g. 
intestine,  appendix  vermiformis)  directly  to  the  genital  organs 
adherent  to  them  {e.g.  Fallopian  tubes). 

(C)  An  acute  inflammation  follows,  the  results  of  which 
may  extend  to  all  the  pelvic  organs  and  tissues. 
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(D)  (1)  The  vulva  is  the  habitat  of  many  pyogenic  germs, 
where  they  do  no  harm  unless  the  skin  be  broken ; (2)  they 
may  be  found  also  in  the  vagina,  but  under  normal  circum- 
stances its  secretion  is  microbicidal,  and  their  pyogenic  action 
is  neutralised ; but  if  they  are  in  great  numbers,  if  the 
secretion  be  absent,  scanty,  or  neutralised,  and  if  the  vaginal 
tissues  be  wounded  or  have  their  vitality  depressed,  vaginal 
sepsis  may  result ; (3)  under  normal  conditions  the  uterine, 
tubal,  and  peritoneal  cavities  are  germ-free,  but  they  have  no 
protective  secretions  or  mechanisms,  and  the  entrance  of 
pyogenic  organisms  will  be  sufficient  to  cause  sepsis. 

(E)  From  the  uterine  interior  the  septic  infection  may 
pass  (1)  into  the  Fallopian  tubes,  and  thence  by  the  abdominal 
ostia,  or  through  the  walls,  to  the  peritoneum  and  (later)  to 
the  cellular  tissue  ; or  (2)  by  the  lymphatics  directly  through 
the  uterine  wall  to  the  parametric  cellular  tissue,  and  thence 
to  the  peritoneum  and  other  parts ; or  (3)  by  the  formation 
of  septic  thrombi  in  the  veins,  by  which  means  it  is  carried 
directly  into  the  circulation  and  may  reach  even  distant 
organs. 

(F)  Nature  makes  efforts  to  limit  the  infection  by  closing 
the  abdominal  ends  of  the  tubes  by  lympli  and  by  rooting  in 
the-  pelvic  cavity  by  adhesions  formed  between  the  intestines 
and  the  pelvic  organs. 

(Gr)  While  streptococci  and  staphylococci  are  the  special 
causes  of  sepsis,  the  gonococcus  may  weaken  the  tissues,  and 
so  prepare  for  their  action,  or  make  it  (sepsis)  possible. 

(H)  The  effective  treatment  of  septic  infection  is  careful 
aseptic  obstetrics  and  rigid  asepsis  or  antisepsis  in  all  opera- 
tions (obstetric  or  gynecological,  major  and  minor)  and 
examinations. 

XVII.  Tubercular  Infection. 

(A)  Genital  Tuberculosis  is  now  known  to  be  more  frequent 
than  was  thought ; it  is  most  commonly  secondary  to  tuber- 
culosis elsewhere  (pulmonary,  intestinal),  and  the  tubercle 
bacillus  may  reach  the  genital  organs  by  way  of  the  blood  or 
lymphatics,  by  extension  from  neighbouring  tubercular  tissues 
{e.g.  from  the  peritoneum  to  the  tubes),  or  by  autoinfection 
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(e.g,  from  tuberculous  stools);  in  rare  cases  (5  to  15  per  cent.) 
it  is  primary  in  the  genital  organs,  as  when  it  occurs  in  the 
vulva  or  cervix  uteri  as  the  result  of  sexual  connection  with 
a tubercular  husband  (by  way  of  the  semen),  or  by  inocula- 
tion by  means  of  foreign  bodies ; any  of  the  genital  organs 
may  be  affected,  but  the  Fallopian  tubes  and  the  endometrium 
are  the  most  common  sites  and  the  vulva  the  rarest ; it  will 
be  considered  here  according  as  it  affects  the  peritoneum, 
ovaries,  tubes,  corpus  uteri,  cervix  uteri,  vagina,  and  vulva. 

(B)  Tuberculous  Peritonitis. 

(1)  Definition  : tuberculosis  of  areas  of  the  peritoneum, 
characterised  by  development  of  miliary  tubercles,  of  caseous 
masses,  or  of  fibrous  tissue,  and  of  ascites. 

(2)  Etiology  : the  tubercle  bacillus  may  reach  the  peri- 
toneum by  the  genital  tract  (uterus,  tube),  from  the  intestine 
(tubercular  ulcers),  or  by  the  blood  or  lymph ; predisposing 
causes  are  early  adult  life  (twenty  to  thirty  years),  heredity, 
race  (common  in  negro),  and  previous  confinement. 

(3)  Pathology  : may  find  (1)  miliary  tubercles  localised 
or  widespread  over  peritoneum  (which  is  congested,  thickened, 
and  covered  with  lymph),  with  free  or  encysted  fluid,  and 
slight  adhesions  between  intestines  and  omentum ; or  (2) 
caseous  tumours  (of  omentum,  or  of  intestines  matted  together 
and  with  tubes  and  ovaries,  etc.),  or  abscesses  and  fistula ; or 
(3)  fibrous  bands  and  adhesions  and  hard  lumps  (this  is 
terminal  stage  of  either  of  the  two  former) ; and  (4)  tuber- 
cular changes  in  other  organs  {e.g.  lungs,  intestine). 

(4)  Symptoms  and  Physical  Signs  : (a)  the  symptoms 
may  be  insignificant  or  absent ; or  there  may  be  loss  of  flesh 
and  appetite,  evening  rise  of  temperature,  pain  (of  varying 
degree)  and  tenderness  in  the  hypogastrium  and  during 
micturition ; or  there  may  be  recurrent  attacks  of  acute 
peritoiiitic  symptoms  (fever,  pain,  abdominal  distension,  etc.) ; 
symptoms  of  tuberculosis  elsewhere : (b)  the  physical  signs 
are  very  confusing ; they  consist  in  the  detection  of  tumours 
(omental,  glandular,  intestinal)  in  the  abdomen,  giving  various 
percussion  phenomena,  of  free  or  encysted  fluid,  and  of  nodules 
in  the  peritoneum  or  of  obscure  masses  in  the  pelvis  around 
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and  at  tlie  sides  of  the  uterus  (felt  per  vaginam) ; there  may 
be  signs  of  tubercle  elsewhere  (e.c/.  in  the  lungs). 

(5)  Diagnosis:  very  difficult,  but  rely  on  signs  of 

tubercle  elsewhere,  on  the  very  obscurity  of  the  physical  signs, 
on  the  tubercular  type  of  the  fever,  on  tubercular  nodules  in 
the  peritoneum  felt  through  vaginal  roof,  on  detection  of 
tubercular  bacilli  in  uterine  secretion  or  scrapings,  and  on 
reaction  to  tuberculin  (perhaps) ; from  typhoid  fever  it  may 
be  distinguished  by  absence  of  Widal  reaction,  of  diarrhoea, 
and  of  continuous  fever ; from  ovarian  cyst  by  the  ill-defined 
nature  of  the  tumour  and  by  presence  of  tubercular  phenomena 
(temperature,  emaciation,  cough,  etc.) ; and  from  appendicitis, 
by  absence  of  pain  over  M‘Burney’s  point,  etc. 

(6)  Peognosis  ; is  sometimes  unexpectedly  good ; the 
presence  of  much  fluid  and  middle  age  are  favourable  circum- 
stances ; the  dry  form  with  adhesions  is  more  grave ; and 
the  caseous  type  is  bad. 

(7)  Tkeatment  : general  anti-tubercular  measures  may 
be  employed  (open  air,  feeding) ; but,  apparently,  the  best 
treatment  is  by  abdominal  section,  with  or  without  evacuation 
of  fluid,  separation  of  adhesions,  flushing  out  the  peritoneal 
cavity,  and  removal  of  caseous  masses ; no  drainage,  as  a 
rule ; no  satisfactory  explanation  of  good  effects  of  abdominal 
section  is  forthcoming. 

(C)  Tuberculosis  of  Ovary. 

(1)  Definition:  tubercular  inflammation  of  one  or  both 
ovaries. 

(2)  Synonym  ; tuberculous  oophoritis. 

(3)  Etiology  : secondary  to  tuberculosis  of  tube  or  of 
peritoneum  (by  continuity  of  tissue)  or  of  lungs  (by  blood) ; 
jrrimary  ovarian  tubercle  is  very  rare ; tubercles  may  also  be 
found  in  the  walls  of  ovarian  cysts. 

(4)  Pathology  : caseous  foci,  varying  in  size  from  millet 
seed  to  a marble,  or  abscess  cavities ; under  microscope, 
miliary  tubercles  may  be  found  {e.g.  in  Graaflan  follicles) 
where  there  are  no  naked  eye  indications  of  them ; tubercle 
bacilli  are  rarely  seen. 

(5)  Symptoms  and  Physical  Signs  : may  be  nil,  or,  if 
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present,  may  be  masked  by  those  of  peritoneal,  tubal,  or 
uterine  tuberculosis. 

(6)  Diagnosis  : made  at  operation  (abdominal  section) 
or  in  post-mortem  room. 

(7)  Treatment  : merged  in  that  of  tubal  and  peritoneal 
tuberculosis. 

(D)  Tuberculosis  of  Fallopian  Tubes. 

(1)  Definition  : tubercular  inflammation  of  one  or  both 
Fallopian  tubes. 

(2)  Synonym  : tuberculous  salpingitis. 

(3)  Etiology  : (a)  secondary  infection  of  the  tubes  is 
more  common  than  primary ; it  may  be  of  the  descending 
type,  germs  finding  their  way  from  the  peritoneal  cavity  into 
the  tube,  or  a direct  extension  from  the  peritoneum  or  neigh- 
bouring organ  (rectum)  to  the  tube  taking  place ; there  may 
also  be  conveyance  of  the  infection  from  a distant  organ  by 
the  blood  stream ; or  it  may  be  of  the  ascending  type,  the 
source  of  infection  being  a tuberculous  ulcer  of  the  vagina  or 
vulva,  and  the  route  being  either  the  vagino-uterine  tract 
or  the  lymphatics  : (b)  'primary  infection  is  always  of  the 
ascending  type,  the  source  being  tubercular  germs  on  fingers 
or  instruments  in  operations,  or  in  the  semen  of  a man 
suffering  from  genital  tuberculosis  (during  coitus) : (c)  the 
transference  of  the  infection  to  the  tubes  with  frequent 
immunity  of  the  intervening  parts  (cervix  and  vagina)  is 
difficult  of  explanation. 

(4)  Pathology  : {a)  to  the  naked  eye  tubercular  tubes 
present  very  different  appearances ; they  may  be  slightly  or 
very  greatly  enlarged ; they  may  be  tubular,  sausage-shaped, 
or  retort-shaped ; they  contain  milky,  cheesy,  or  creamy  fluid, 
or  calcareous  masses ; they  commonly  show  numerous 
adhesions  to  neighbouring  organs ; the  ostium  abdominale 
may  be  open  or  closed ; miliary  tubercles  are  seen  on  the 
serous  and  mucous  surfaces,  and  the  wall  is  thickened : (&) 
under  the  microscope  the  mucous  membrane  may  show  (in 
early  stage)  a round-celled  infiltration  and  tubercles  (with 
giant  cells  and  bacilli) ; in  a later  stage  the  muscular  coat  is 
thickened,  the  lumen  is  filled  with  a caseous  mucous  mem- 
brane or  with  one  showing  great  glandular  proliferation,  and 
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the  tubercles  heave  many  giant  cells  and  few  bacilli ; in  other 
cases  much  fibrous  tissue  may  form  (fibroid  type). 

(5)  Symptoms  and  Physical  Signs  : {a)  the  symptoms 
are  those  of  salpingitis  and  pelvic  abscess  in  an  individual 
with  symptoms  of  tubercle  elsewhere  or  with  a tubercular 
husband : (Z>)  the  physical  signs  are  indefinite ; there  may  be 
ascites  and  irregular  masses  felt  in  the  pelvis,  with  matting 
together  of  the  pelvic  organs. 

(6)  Diagnosis  ; difficult,  but  rely  on  history  of  case, 
signs  of  tubercle  elsewhere,  heredity,  and  ill-defined  swellings 
in  pelvis  and  abdomen  ; it  is  practically  impossible  to  separate 
it  from  pyosalpinx,  save  by  exploratory  incision. 

(7)  Peognosis  : grave,  but  greatly  improved  by  surgical 
interference. 

(8)  Treatment  : removal  of  affected  parts  (abdominal 
section)  and  general  treatment  of  tubercle. 

(E)  Tuberculosis  of  Body  of  Uterus. 

(1)  Definition  : tubercular  inflammation  of  the  mucous 
membrane  of  the  corpus  uteri. 

(2)  Synonym  : tuberculous  endometritis. 

(3)  Etiology^  : the  infection  may  be  secondary  and 
descending  {e.g.  from  tubal  tuberculosis),  or  primary  and 
ascending  {e.g.  from  instruments  or  fingers  in  operations,  from 
tubercular  semen  in  coitus) ; it  is  predisposed  to  by  the 
puerperal  state. 

(4)  Pathology  : {a)  by  the  naked  eye,  miliary  tubercles 
may  be  seen  in  the  mucous  membrane,  or  (much  more  often) 
the  glands  are  involved  and  the  whole  mucosa  is  converted 
into  caseous  material  with  an  ulcerated  surface  (diffuse 
caseous  endometritis),  or,  less  often,  a fibroid  state  is  produced  ; 
the  muscular  coat  may  be  hypertrophied  and  infiltrated ; 
pyometra  (mixed  infection)  may  be  found : (V)  under  the 
microscope,  giant  cells,  bacilli,  caseous  material,  and  fragments 
of  glands  are  seen. 

(5)  Symptoms  and  Physical  Signs  : the  symptoms  and 
signs  are  those  of  chronic  endometritis ; there  may  be  a 
caseous  or  grumous  uterine  discharge ; amenorrhoea  is  not 
uncommon. 

(6)  Diagnosis  : uncertain,  but  depends  chiefly  on  signs 
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and  symptoms  of  endometritis  in  a tubercular  individual  or 
in  a woman  predisposed  (hereditarily)  to  tubercle  or  married 
to  a tubercular  husband ; and  on  the  detection  of  the  bacillus 
in  the  uterine  discharge  or  in  scrapings  ; it  is  difficult  to 
separate  from  simple  endometritis  and  from  cancer  of  body  of 
uterus. 

(7)  Prognosis  : grave,  for  the  tubes  as  well  as  more 
distant  parts  are  generally  affected. 

(8)  Treatment  : curettage  and  application  of  caustics,  if 
disease  is  limited  to  uterus ; if  tubes  also  be  affected,  removal 
of  uterus  and  appendages  is  called  for. 

(F)  Tuberculosis  of  Cervix  Uteri. 

(1)  Definition  : tubercular  inflammation  of  the  cervix. 

(2)  Synonym  ; tuberculous  cervicitis. 

(3)  Etiology : secondary  to  vaginal  or  tubal  tuberculosis; 
less  commonly  'primary  (W.  H.  B.  Brook),  when  may  be  due 
to  marital  contagion  (coitus)  ; the  cervix  is  a rare  portion 
of  the  genital  apparatus  to  be  affected,  possibly  on  account  of 
the  protection  afforded  by  the  squamous  epithelium  and  the 
cervical  secretion. 

(4)  Pathology  : («)  to  the  naked  eye,  there  may  be 
catarrhal  inflammation  (“bacillary  catarrh”  of  Schiitte),  with 
enlargement  of  the  folds  of  the  arbor  vitae,  and  the  presence 
of  miliary  tubercles  in  the  substance  of  the  cervix ; or  there 
may  be  caseation  of  the  tubercles,  breaking  down  of  tissue, 
and  the  formation  of  an  ulcerating  mass  or  a worm-eaten 
cavity  containing  caseous  material;  or  reddish  papillae  may 
be  seen  projecting  from  the  arbor  vitae  through  the  os  and 
forming  a muriform  mass  : (&)  under  the  microscope,  tubercles, 
giant  cells,  small-celled  inflltration,  and  bacilli  are  found,  with 
caseous  material  and  destruction  of  glandular  and  other  tissues. 

(5)  Symptoms  and  Physical  Signs  : (1)  the  symptoms 
are  muco-purulent  leucorrhoea  (often  profuse),  with  absence 
of  pain ; bleeding  during  coitus ; and  amenorrhoea  or  dys- 
menorrhoea : (2)  the  physical  signs  (on  vaginal  examination) 
are  the  results  of  the  pathological  changes  above  described 
(cervical  enlargement,  induration,  ulceration,  excavation,  or 
papillary  growths). 

(6)  Diagnosis  : difficult,  depends  chiefly  on  signs  of 
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tubercle  elsewhere  (lungs,  joints),  and  on  detection  of  tubercle 
bacilli  in  the  discharge  and  in  scrapings  : it  is  to  be  distin- 
guished from  simple  endocervicitis  by  the  amount  of  ulcerative 
destruction  of  tissue ; from  epithelioma  of  the  cervix  the  chief 
distinguishing  features  are — no  spontaneous  pain  (instead  of 
great  and  characteristic  cancer  pain),  slight  bleeding  (instead  of 
marked  haemorrhage),  slow  progress  (instead  of  rapid  advance), 
muco-purnlent  discharge  (instead  of  foetid  and  watery),  mode- 
rate induration  (instead  of  marked  hardness),  and  presence  of 
giant  cells  and  bacilli  in  scrapings  (instead  of  epithelial  pearls). 

(7)  Prognosis  : that  of  tubercle  in  general. 

(8)  Treatment  : {a)  palliative  (if  tubercular  disease  else- 
where), curettage,  vaginal  douches,  iodoform  pencils,  etc.  ; (b) 
operative  (if  disease  localised),  cervical  amputation  (low  or 
high),  or  hysterectomy. 

(G)  Tuberculosis  of  Vagina. 

(1)  Definition  : tubercular  inflammation  of  vagina. 

(2)  Synonym  : tuberculous  vaginitis. 

(3)  Etiology  : descending  infection  from  tubercular 

tubes,  peritoneum,  or  uterus ; infection  by  continuity  of 
tissue  from  rectal  or  vesical  tuberculosis  (especially  if  flstulse 
exist) ; by  the  blood  current ; primary  infection  from  instru- 
ments, Angers,  excreta,  or  semen  (in  coitus)  ; its  rarity  may 
be  explained  by  resistance  of  vaginal  squamous  epithelium. 

(4)  Pathology  : miliary  ulcers  or  tubercles  on  vaginal 
walls,  especially  in  posterior  fornix  (in  descending  type),  and 
in  lower  part  (in  ascending  type),  with  formation  (in  later 
stages)  of  flstulous  communications  with  the  bladder,  rectum, 
urethra,  or  perineum. 

(5)  Symptoms  and  Physical  Signs  : those  of  vaginitis 
(leucorrhoea,  tenderness  on  pressure,  etc.)  along  with  presence 
of  tubercles,  ulcers,  and  flstulse  (as  seen  by  speculum). 

(6)  Diagnosis:  made  chiefly  by  presence  of  tubercle 
elsewhere  and  by  detection  of  bacilli  (scanty)  in  the  vaginal 
secretion  ; the  persistent  character  of  the  ulcers  under  anti- 
syphilitic treatment  will  exclude  syphilis. 

(7)  Treatment  : palliative  (douches  and  iodoform)  if 
tubercle  elsewhere  ; curettage  and  application  of  caustic  if 
infection  be  primary. 
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(H)  Tuberculosis  of  Vulva. 

(I)  Definition  : tubercular  inflammation  of  the  vulva. 

(2)  Synonyms:  lupus  vulvie;  esthiornene. 

(8)  Etiology  ; primary  infection  of  an  abrasion  of  the 
skin  from  semen  in  coitus,  excreta,  fingers,  etc. ; rarest  form 
of  genital  tuberculosis. 

(4)  Pathology  : {a)  multiple  dark  red  hard  masses 

appear  in  skin  near  clitoris  or  posterior  commissure ; these 
grow  slowly,  but  finally  break  down  into  ulcers  with  irregular 
edges  and  sero-purulent  discharge,  but  with  no  tendency  to 
caseation ; there  is  no  marked  induration  of  surrounding 
tissues,  but  the  clitoris  . and  labia  may  show  a degree  of 
enlargement  resembling  elephantiasis ; the  ulcers  may  heal 
at  one  part  and  extend  at  another  (serpiginous),  and  fistulae 
may  form ; in  the  later  stages,  cicatrisation  with  deformity 
may  result ; (&)  under  the  microscope,  miliary  tubercles,  giant 
cells,  and  bacilli  (scanty)  may  be  demonstrated. 

(5)  Symptoms  and  Physical  Signs  : the  symptoms  are 
pain  on  micturition  and  the  development  of  swellings  in  the 
vulva ; the  physical  signs  are  the  swellings  and  ulcers  which 
have  been  described  above ; enlargement  of  inguinal  glands 
is  late  of  occurrence. 

(6)  Diagnosis  : difficult ; rely  most  on  chronic  course 
and  detection  of  tubercle  bacilli  to  separate  it  from  malignant 
disease  of  vulva ; from  ulcus  serpiginosum  of  syphilitic 
origin  it  can  sometimes  hardly  be  distinguished. 

(7)  Prognosis  : health  is  little  interfered  with  for  years, 
but  is  ultimately  fatal. 

(8)  Treatment  : curettage  and  cauterisation  of  ulcers, 
the  X-rays  (?),  or  (more  radical)  excision  of  the  diseased 
structures  (difficult). 

(I,  J,  K)  Tuberculosis  of  Bladder,  Kidney,  and  Rectum. 

Vide  Text-Books  of  Medicine  and  Surgery. 

XVIII.  Syphilitic  Infection. 

(A)  Ovarian  Syphilis. 

It  is  doubtful  whether  syphilitic  oophoritis  can  be 
established  as  either  a pathological  or  a clinical  entity ; a 
few  cases  have  been  reported,  but  in  all  of  them  the  proof 
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rested  largely  on  the  results  of  antisyphilitic  treatment ; why 
syphilis  of  the  testicle  should  be  clearly  established,  and 
syphilis  of  the  ovary  not  at  all,  finds  no  easy  explanation. 

(B)  Tubal  Syphilis. 

Syphilitic  salpingitis  and  gummata  in  the  tube  have  been 
demonstrated  in  very  few  cases.^ 

(C)  Uterine  Syphilis. 

(1)  Primary  syphilis,  in  the  form  of  a chancre  on  the 
cervix,  has  been  noted,  either  alone  or  in  association  with  a 
hard  sore  on  the  vulva ; it  leads  to  an  ichorous  vaginal  dis- 
charge, and  the  speculum  reveals  its  characters  (ulcer,  size 
of  a sixpence,  sharp  edges,  no  excavation) ; and  it  should  be 
cauterised  with  nitrate  of  silver,  and  thereafter  treated  with 
vaginal  douches  (perchloride  of  mercury,  1—2000)  and 
iodoform  gauze  packing. 

(2)  Secondary  syphilis  takes  the  form  of  endometritis  and 
of  enlargement  and  ulceration  of  the  cervix ; curettage  as 
well  as  antisyphilitic  constitutional  treatment  may  be 
required. 

(D)  Vulvar  Syphilis. 

(1)  Chancre  of  the  vulva  is  no  doubt  often  overlooked 
(for  it  may  cause  little  discomfort) ; it  may  be  situated  on 
the  labia,  near  the  fourchette,  or  within  the  vulvar  orifice ; 
it  may  take  the  form  of  a superficial  erosion,  or  may  have 
more  typical  characters  (single  ulcer,  dark  red  surface,  sharply 
defined,  but  not  excavated,  edges,  hard  base,  and  with  neither 
tenderness  nor  itchiness) ; the  inguinal  glands  are  enlarged, 
but  are  not  tender  or  adherent,  and  do  not  suppurate ; the 
etiology  is  contact  with  a source  of  syphilitic  infection ; and 
the  treatment  is  local  (nitrate  of  silver)  and  general  (mercury). 

(2)  Mucous  patches  and  coppery  rashes  may  be  met  with 
on  the  vulva  as  well  as  elsewhere ; they  are  secondary 
phenomena ; the  patches  begin  as  flat,  circular  elevations, 
which  soon  lose  their  epidermis  and  secrete  an  abundant, 
irritating,  and  offensive  serum,  and,  later,  they  may  become 
warty ; they  require  active  local  treatment  (perchloride  of 

^ Three,  including  that  reported  by  the  late  Dr.  J.  D.  Williams  and  the 
Author  {Structures  in  the  Mesosalpinx,  p.  32,  1893). 
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mercury  lotion,  1-2000,  calomel  powder,  or  even  nitric  acid) 
and  antisyphilitic  medicines  (mercury,  iodide  of  potassium). 

(3)  Chancroid  or  soft  chancre  takes  the  form  of  multiple 

ulcers,  tender  to  touch,  with  sharply  defined  edges  and  soft 
base,  and  secreting  a fluid  which  sets  up  a fresh  chancroid 
on  any  skin  surface  with  which  it  comes  in  contact ; they 
occur  on  the  labia,  fourchette,  clitoris,  perineum,  and  skin  of 
the  thighs  and  abdomen ; the  inguinal  glands  are  enlarged, 
tender,  and  may  suppurate  (chancroidal  bubo) ; the  treatment 
includes  great  cleanliness,  washing,  dusting  with  iodoform 
(aristol  or  iodol),  and  (sometimes)  cauterisation.  {Note. — The 

soft  sore  occurs  in  from  one  to  four  days  after  exposure  to 
infection,  and  does  not  produce  constitutional  symptoms.) 

(4)  Venereal  Warts  result  not  only  from  syphilis,  but 
also  from  gonorrhoea  and  uncleanliness ; they  consist  of 
hypertrophy  of  the  papillae  of  the  skin  and  of  the  epithelium 
over  them.  They  are  pediculated,  and  are  to  be  treated  by 
washing  with  antiseptic  lotions  and  removal  (scissors,  Paquelin 
cautery,  caustic). 

XIX.  Actinomycotic  Infection. 

In  rare  cases  an  actinomycotic  infection  of  the  pelvis  has 
been  noted,  e.g.  in  the  ovary  (D.  Berry  Hart) ; the  agent  is 
the  ray  fungus  (actinomyces  bovis) ; in  the  pelvic  or  ovarian 
abscesses  which  form,  it  is  found  in  the  form  of  little  yellowish 
specks  floating  in  the  pus;  under  the  microscope  the  branching 
and  club-shaped  filaments  can  be  seen ; the  symptoms  are 
obscure  and  resemble  those  of  chronic  tuberculosis;  fever  may 
be  present  or  not ; the  uterine  discharge  is  viscid  and  lumpy, 
with  white  or  yellowish  specks  in  it ; treatment,  iodide  of 
potassium,  abdominal  section. 

XX.  Echinococcous  Infection. 

Hydatid  cysts  in  the  pelvis  and  its  organs  are  rare  save  in 
countries  where  the  inhabitants  run  the  risk  of  becoming 
infected  from  dogs  (Iceland,  Silesia,  Australia^);  the  cysts 
are  the  immature  form  of  the  Taenia  echinococcus  of  the  dog ; 
when  present  they  usually  are  found  in  the  sub-peritoneal 

1 The  only  case  the  Author  has  met  with  was  a woman  from  Shetland. 
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cellular  tissue  of  the  pelvis,  e.g.  under  the  pouch  of  Douglas, 
whence  they  burrow  in  various  directions ; they  are  generally 
secondary  to  hydatid  disease  of  the  liver,  omentum,  and  other 
parts,  but  they  may  occasionally  occur  as  primary  growths  in 
the  pelvis  (in  the  ovary  (P^an,  A.  E.  Simpson),  in  the 
cavity  or  wall  of  the  Fallopian  tube  (Dol4ris,  Eden),  and 
perhaps  in  the  uterus) ; they  also  may  be  found  in  the 
pelvic  bones  (causing  marked  erosion) ; they  take  the  form 
of  painless  cystic  growths,  generally  regarded  as  ovarian  in 
nature,  or  as  soft  myomata  {Knauer),  till  operation  is  per- 
formed ; they  may  cause  pressure  symptoms ; they  may 
open  into  hollow  pelvic  organs  (rectum,  bladder,  vagina),  and 
their  vesicles  be  expelled ; the  diagnosis  is  made  during 
operation  by  the  presence  of  the  echinococcous  colonies  and 
by  recognition  of  booklets  (under  the  microscope) ; the 
treatment  is  abdominal  section  and  shelling  out  of  the 
growths,  or  draining  of  their  cavities. 
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B. 

NEOPLASMS. 

[Note. — The  tumours  of  the  reproductive  organs  will  be 
described  in  two  , sections — the  malignant  and  the  benign  ; 
and  in  each  of  these  sections,  the  neoplasms  of  the  ovaries, 
Fallopian  tubes,  uterus,  vagina,  and  vulva  will  be  considered 
in  their  order.] 


(A)  MALIGNANT  TUMOURS. 

I.  Sarcoma  of  the  Ovary. 

(A)  Pathology  : (1)  macroscoioic  characters : solid 

growth,  usually  rounded  in  shape,  having  a smooth  (or 
nodular)  surface ; section  is  pink  or  yellowish  white ; often 
bilateral,  and  may  reach  a large  size  (even  20  to  30  lb.); 
has  short  pedicle ; adhesions  uncommon ; metastatic  deposits 
in  other  organs  (peritoneum,  stomach,  lungs,  uterus,  etc.) ; 
ascites:  (2)  microscopic  characters:  round  or  spindle  cells; 
sometimes  a considerable  admixture  of  fibrous  tissue ; ovarian 
tissue  has  largely  disappeared,  but  some  Graafian  follicles 
may  remain  (so-called  cancerous  alveoli) ; degenerative 
changes  occur  {e.g.  cystic,  myxomatous)  and  haemorrhages. 

(B)  Etiology  : may  be  congenital  growth  {e.g.  in  seven- 
months  foetus,  or  may  develop  in  childhood  (one  to  fifteen) 
or  in  adult  life  (twenty-five  to  forty-five) ; perhaps  the 
process  originates  in  cells  of  membrana  granulosa. 

(0)  Symptoms  and  Physical  Signs:  (1)  the  symptoms 
are  almost  the  same  as  those  of  ovarian  cysts  {q.v.,  p.  137); 
pain  is  rare  in  children,  but  common  in  adults : (2)  the 
physical  signs  closely  resemble  those  of  ovarian  cysts 
{q.v.),  but  the  sarcomata  are  rapidly  growing  solid  tumours, 
are  associated  with  ascites  and  oedema  of  the  legs,  are  often 
bilateral,  and  are  accompanied  by  emaciation  and  sometimes 
by  signs  of  premature  sexual  development  (menstruation  in  - 
children). 
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(D)  Prognosis  : grave ; death  may  result  from  peri- 
tonitis, embolism,  weakness,  or  metastases,  and,  after  opera- 
tion, from  recurrence. 

(E)  Treatment  : ovariotomy,  but  mortality  high,  and 
recurrence  very  probable. 

II.  Carcinoma  of  the  Ovary. 

(A)  Pathology:  two  varieties  exist. 

(1)  Medullary  Carcinoma  : 

{a)  Macroscopic  appearances : solid,  firm,  rounded,  and 

sometimes  lobulated  tumour,  with  short,  thick  pedicle,  and 
no  adhesions ; generally  unilateral ; rarely  as  large  as  new- 
born infant’s  head ; on  section,  yellowish  white  homogeneous 
or  mottled  (extravasations  of  blood),  and  may  show  areas 
of  degeneration  (cysts  with  yellow  turbid  contents) : (b) 
microscopic  appearances : fibrous  capsule,  infiltration  of  scanty 
fibrous  stroma  with  carcinomatous  cells ; tuberculosis  has 
been  found  associated  (Glockner). 

(2)  Adenocarcinoma : 

(g)  Macroscopic  appearances : cystic,  rounded  or  oval 

tumour,  with  short  pedicle,  and  frequently  with  adhesions  ; 
generally  bilateral  and  often  multilocular ; size,  hen’s  egg, 
rarely  as  large  as  a man’s  head  ; on  section,  papillary  and 
cauliflower  growths  may  almost  fill  the  cyst  cavity,  and 
turbid  or  blood-tinged  fluid  ; papillary  growths  may  also  be 
seen  on  outside  of  cyst,  metastatic  growths  in  peritoneum, 
omentum,  liver,  etc. : (&)  microscopic  appearances : connective 
tissue  capsule ; papillse  covered  by  several  layers  of 
epithelial  cells  asymmetrically  arranged ; gland-like  forma- 
tions lined  with  several  layers  of  epithelial  cells ; these 
characters  serve  to  distinguish  this  tumour  from  benign 
cystadenoma  (proliferating  papillary  or  serous  cyst)  of  ovary, 
but  intermediate  types  exist. 

(B)  Etiology  : (1)  may  be  primary  growth  in  ovary, 
may  originate  in  Graafian  follicle  or  in  germinal  epithelium 
of  ovary ; carcinomatous  degeneration  of  a proliferating 
glandular  or  papillary  cyst  may  occur:  (2)  may  be  secondary 
to  carcinoma  elsewhere  (rare),  as  in  body  of  uterus  or  in 
stomach  or  mamma. 
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(C)  Symptoms  and  Physical  Signs  ; are  those  of  ovarian 
cysts  in  general  (g-.u,  p,  137). 

(D)  Diagnosis  : rapidity  of  growth,  presence  of  ascites, 
metastatic  growths,  oedema  of  legs,  and  emaciation  may 
suggest  malignancy;  a leucocytosis  of  12,000  to  20,000, 
with  marked  diminution  in  the  red  corpuscles  is  suspicious 
(Pozzi  and  Bender). 

(E)  Treatment  : ovariotomy ; but  recurrence  or  metas- 
tasis proves  fatal. 

III.  Endothelioma  of  the  Ovary. 

(A)  Synonyms  : angeiosarcoma ; lymphaiigeiosarcoma ; 

lymphangeioma  cystomatosum. 

(B)  Pathology:  (1)  macroscopic  characters:  solid  (some- 
times cystic)  growth,  rounded  or  lobulated  in  shape,  with 
smooth  or  rough  surface;  section  is  yellow,  grey,  and  brain- 
like, or  honeycombed  with  small  cysts,  which  may  show 
papillary  processes ; is  usually  unilateral,  and  has  size  of  a 
fist  to  a man’s  head  ; has  short  pedicle ; adhesions  common : 
(2)  microscopic  characters : resemble  those  of  adenocarcinoma 
and  of  sarcoma,  and  hence  this  growth  is  said  to  occupy 
an  intermediate  place  between  sarcoma  and  carcinoma. 

(C)  Etiology  : has  been  met  with  in  childhood,  but  is 
commoner  in  middle  age ; develops  from  the  endothelium 
of  the  blood-vessels  and  lymphatics ; is  found  in  combination 
with  other  ovarian  tumours  (e.g.  dermoids,  teratomata,  and 
proliferating  cystomata). 

(D)  Symptoms,  Physical  Signs,  Prognosis,  and  Treat- 
ment— same  as  in  Sarcoma  and  Carcinoma  of  Ovary. 

IIIa.  Chorionepithelioma  of  the  Ovary:  a meta- 
static growth,  following  upon  the  appearance  of  chorion- 
epithelioma in  the  uterus  {q.v.,  p.  123). 

IV.  Carcinoma  of  Fallopian  Tube:  a rare  growth, 
occurring  either  primarily  or  as  an  extension  from  the  uterus ; 
may  be  scirrhous  cancer  or  adenocarcinoma ; ^ has  the 

1 In  a case  described  by  J.  D.  Williams  and  the  Author,  part  of  the  tumour 
showed  scirrhous  cancer  and  part  the  adenomatous  ; adenocarcinoma  existed  in 
both  ovaries,  and  there  was  commencing  cancer  of  the  cervix  uteri  {Structures 
in  the  Mesosalpinx,  p.  29). 


G YNE  COL  O GICAL  DISEASES 


I2I 


symptoms  and  physical  signs  of  a pelvic  tumour,  indis- 
tinguishable from  similar  tumours  of  the  ovaries ; abdominal 
section  permits  of  diagnosis  and  treatment  (removal  of  growth, 
if  primary). 

V.  Sarcoma  of  Fallopian  Tube:  even  rarer  than 
carcinoma  ; microscopic  appearances  vary  (myxosarcoma,  etc.) ; 
diagnostic  abdominal  section,  and  removal. 

Va.  Chorionepithelioma  of  Fallopian  Tube:  a 
metastatic  deposit. 

VI.  Sarcoma  of  the  Uterus. 

(A)  Definition  : a malignant  tumour  of  the  uterus,  con- 
sisting of  connective  tissue  of  an  embryonic  type.  - 

(B)  Synonym  : “ recurrent  fibroid.” 

(C)  Etiology  : is  less  common  than  carcinoma  of  the 
uterus  ; is  much  rarer  in  the  cervix  than  in  the  corpus  uteri ; 
it  may  occur  early  in  life  (infancy),  but  moat  often  between 
thirty  and  sixty  years ; the  traumatism  of  labour  has  no 
causal  effect,  for  many  of  the  patients  are  sterile  ; sarcomatous 
changes  may  occur  in  a fibroid.^ 

(D)  Pathology:  (1)  macro&co'pic  appearances:  uterus 
enlarged ; may  be  diffuse  sarcoma  of  the  mucous  membrane, 
general  soft  swelling,  greyish  white,  brain-like  in  appearance ; 
or  may  be  circumscribed  fibro  - sarcoma  beginning  in  the 
muscular  coat,  and  forming  rounded  masses  (without  capsules) 
in  it,  or  projecting  in  polypoidal  fashion  in  the  uterine  cavity 
(submucous) ; may  be  secondary  nodules  in  the  vagina  or 
tubes  or  on  the  peritoneum ; metastatic  deposits  (lungs,  liver, 
vertebrie)  are  rare  ; leads  to  thinning  of  uterine  wall,  and  is 
one  of  the  causes  of  inversion ; the  rare  cervical  form  begins 
as  a group  of  polypi,  soft  and  grape-like,  projecting  from  the 
os  and  ultimately  filling  the  whole  vagina  (sarcoma  papillare 
hydropicum  cervicis ; sarcoma  botryoides) : (2)  microscopic 
characters  : (a)  in  diffuse  form  the  mucosa  is  infiltrated  with 
masses  of  round  (rarely  spindle)  cells ; (&)  in  the  circumscribed 

^ The  Author  has  seen  a case  of  this  kind  in  a cervical  fibroid  {Edin.  Med. 
Journ.,  XXX.  450  1884). 
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form,  there  are  numerous  round  and  spindle  cells ; the  cells 
show  atypical  karyokineses ; there  may  be  a considerable 
amount  of  fibrous  stroma;  (c)  the  cervical  jjapillary  form  has 
been  erroneously  regarded  as  a myxosarcoma,  for  the  inter- 
cellular substance  is  not  mucin,  but  coagulated  lymph  ; glands, 
striped  muscle,  and  hyaline  cartilage  have  been  seen  in  it. 

(E)  Symptoms  and  Physical  Signs:  (1)  the  symptoms 
are  {a)  hiemorrhage  (menorrhagia,  or  irregular  bleeding  after 
the  menopause) ; (h)  watery  discharge  (“  rice- watery  ”)  in 
periodic  gushes,  becoming  very  offensive  in  later  stages,  and 
containing  greyish  white  shreds  (sarcomatous  tissue) ; (c)  pain 
not  marked  at  first,  but  constant  in  later  stages ; {d)  pressure 
symptoms:  (2)  the  physical  signs  are  {a)  enlargement  of  the 
uterus,  at  first  movable,  but  fixed  later ; (&)  protrusion  of 
soft,  friable  mass  or  masses  through  os  ; (c)  if  os  dilated,  the 
finger  introduced  into  uterine  cavity  will  feel  diffuse  soft 
thickening  of  mucosa  or  polypoidal  masses ; {d)  there  is 
bleeding  after  such  manipulations  and  after  passage  of  sound ; 
(e)  microscopic  characters  of  pieces  of  tissue ; (/)  cachexia. 
{Note. — The  rare  cervical  form  has  symptoms  and  signs  of 
cancer  of  the  cervix.) 

(F)  Diagnosis  : from  the  symptoms  and  signs  enumerated, 
noting  specially  the  age  of  the  patient ; but  is  never  certain 
without  microscopic  examination  of  scrapings  or  polypoidal 
masses ; in  this  way  it  can  usually  be  separated  from  fungous 
and  haemorrhagic  endometritis,  from  fibroid  polypi  (but  may 
be  met  with  as  a degeneration  of  a fibroid),  and  from  chorion- 
epithelioma  and  cancer  of  body  of  uterus  (with  difficulty). 

(G)  Prognosis  : grave ; if  uterus  be  removed  early  the 
chances  of  non-recurrence  are  better  than  in  carcinoma. 

(H)  Treatment  : curetting  is  of  use  only  for  diagnosis ; 
hysterectomy  (vaginal  or  abdominal)  performed  as  early  as 
possible  gives  only  chance. 

VII.  Ceorionepithelioma  of  the  Uterus. 

(A)  Definition  : an  intensely  malignant  growth  of  the 
uterus,  consisting  essentially  of  plasmodial  masses  and  cells 
resembling  the  syncytium  and  cells  of  Langhans’  layer  of  the 
early  placenta. 
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(B)  Synonyms  : deciduoma  malignmn  ; deciduo-sarcoma  ; 
malignant  placentoma  ; sarcoma  chorio  - deciduo  - cellulare  ; 
syncytioma  malignum  ;•  ovular  sarcoma ; malignant  hydatidi- 
form  mole  ; chorioma  ; chorion-carcinoma. 

(C)  Etiology  : occurs  at  comparatively  early  age  (average, 
thirty-two)  for  a malignant  growth  ; almost  always  follows  a 
pregnancy,  and  generally  a hydatid  mole  pregnancy  and 
abortion  ; is  probably  due  to  invasion  of  wall  of  uterus  with 
cellular  elements  of  the  mole  (syncytium,  and  Langhans’ 
layer  of  cells) ; tendency  to  invasion  may  be  related  to 
formation  of  lutein  cysts  in  ovaries. 

(D)  Pathology  : (1)  macroscopic  appearances  ; uterus  is  en- 
larged ; its  walls  are  thin ; soft  and  friable  tumour  is  found, 
usually  near  to  fundus,  size  of  a pea  to  that  of  an  apple  ; 
single  at  first,  multiple  later ; rounded,  irregular,  or  cauli- 
flower-like  in  form ; has  a greyish  colour,  with  red  spots 
(haemorrhages)  and  an  areolar  aspect  on  section ; broad  base 
of  attachment ; the  mucous  membrane  in  other  parts  of  the 
uterus  may  be  normal ; the  muscular  coat  is  greatly  thinned 
at  the  site  of  implantation  of  the  tumour : (2)  microscopic 
characters : consists  of  multi-nucleated  plasmodial  masses 
(syncytium),  polyhedral  decidua  - like  cells  (like  those  of 
Langhans’  layer),  and  a delicate  network  of  loose  connective 
tissue : (3)  metastases  in  the  lungs,  vagina,  liver,  spleen, 
kidneys,  ovaries,  etc.,  are  often  found,  as  is  cystic  disease 
(lutein  cysts)  of  the  ovaries : (4)  in  its  pathological  nature 
this  tumour  is  neither  a tissue  of  the  maternal  nor  the  foetal 
body,  it  is  a tissue  of  the  germ  before  the  appearance  of  the 
embryo  has  taken  place. 

(E)  Symptoms  and  Physical  Signs:  (1)  the  symptoms 
are  {a)  haemorrhage,  from  the  uterus,  coming  on  (four  to  six 
weeks)  after  an  abortion  or  a labour,  not  worse  at  menstrual 
periods  ; (&)  offensive  watery  discharge  ; and  (c)  pain  (occasion- 
ally): (2)  the  phyncal  signs  are  (a)  enlargement  of  uterus 
(bimanual) ; (&)  presence  of  soft  masses  (almost  like  blood 
clots)  inside  uterus  (by  finger  introduced  through  os) ; (c) 
cacliexia  and  amemia ; {d)  metastatic  growths  in  vagina 
(sometimes) ; and  {e)  signs  of  metastatic  growths  in  distant 
organs  {e.g.  phthisis-like  signs  in  lungs). 
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(F)  Diagnosis:  depends  on  (1)  microscopic  examination 
of  scrapings  or  fragments  of  tumour,  (2)  on  history  of  previous 
hydatid  mole  pregnancy,  and  (3)  on  occurrence  of  rnetastases. 

(G)  PROGNOSIS : very  grave ; usually  rapidly  fatal  (a  few 
months) ; early  rnetastases  (by  the  blood). 

(H)  Treatment  : curettage  is  only  useful  for  diagnosis ; 
early  removal  of  uterus  and  appendages  (vaginal  hysterectomy). 

VIII.  Carcinoma  of  the  Body  of  the  Uterus. 

(A)  Definition  : a malignant  tumour  originating  in  the 
mucous  membrane  of  the  body  of  the  uterus,  and  consisting 
of  atypical  epithelia  arranged  in  alveoli. 

(B)  Synonyms  : adenoma  uteri ; adenoma  malignum 

(regarded  by  some  as  a separate  form  of  malignant  disease) ; 
endothelioma  uteri  (a  variety). 

(0)  Etiology  : (1)  predisposing  causes  are  age  (fifty  to 
sixty  years),  heredity,  and  poverty  (perhaps) ; (2)  is  much 
less  common  than  in  the  cervix  uteri  (as  2 per  cent,  to  98 
per  cent.) ; (3)  traumatism  of  labour  (lacerations,  etc.)  seems 
to  have  little  effect,  for  patients  are  often  nulliparie ; (4)  the 
process  itself  begins  in  the  surface  epithelium  of  the  uterine 
mucous  membrane  or  in  that  of  the  glands. 

(D)  Pathology:  (1)  macroscopic  appearances:  uterus 
enlarged ; diffuse  thickening  of  mucous  membrane,  or  (more 
often)  nodular  deposits,  but  polypoidal  form  is  rare ; ulcera- 
tion and  sloughing  follow ; uterus  becomes  adherent  to 
surrounding  organs  {e.g.  intestine) ; bladder  and  rectum  are 
involved  later:  (2)  microscopic  appearances:  an  adeno-car- 
cinoma;  columnar  epithelium  of  mucosa  and  glands  is  seen 
in  large  amount  and  soon  becomes  atypical ; arranged  in 
alveoli ; the  glands  are  enlarged  and  show  many  layers  of 
cells  (perhaps  may  distinguish  this  change  from  simple 
glandular  hypertrophy  by  atypical  karyokineses  in  the  cells) : 
(3)  complications : myoma  and  sarcoma  may  coexist  in  same 
uterus  with  carcinoma. 

(E)  Symptoms  and  Physical  Signs  : (I)  the  symptoms 
are  {a)  haemorrhage  from  uterus  in  form  of  menorrhagia,  or 
metrorrhagia,  or  (very  often)  irregular  bleeding  after  the 
menopause;  (&)  offensive  watery  discharge;  (c)  pain,  periodic 
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and  early  in  history  of  case  (contrast  with  late  pain  of  cancer 
of  cervix) ; {d)  pain,  in  later  stages,  from  peritonitic  involve- 
ment : (2)  the  physical  signs  are  (a)  enlargement  of  uterus, 
fixed  or  movable  (bimanual) ; (6)  thickening  and  irregu- 
larities of  mucous  membrane  (by  sound  or  finger  after  cervical 
dilatation) ; (c)  bleeding  after  use  of  sound  ; (d)  cachexia. 

(F)  Diagnosis  : depends  upon  symptoms  and  signs,  along 
with  microscopic  examination  of  scrapings  from  uterine 
interior ; very  difficult  to  distinguish  between  marked 
glandular  endometritis,  adenoma,  sarcoma,  chorionepithelioma, 
and  the  present  tumour ; a sloughing  fibroid  or  retained 
products  of  conception  can  usually  be  differentiated  by  the 
microscope. 

(G)  Pkognosis  : grave ; but  death  may  be  longer  delayed 
than  in  cancer  of  cervix ; cause  of  death  may  be  anaemia, 
septic  absorption,  peritonitis,  intestinal  obstruction,  or  uraemia 
(compression  of  ureters) ; early  hysterectomy  gives  better 
results  than  in  cancer  of  the  cervix. 

. (H)  Treatment  : curettage  is  useful  only  for  diagnosis, 
or  for  palliation  if  surrounding  parts  are  involved ; early 
extirpation  of  uterus  (vaginal  or  abdominal  hysterectomy). 

IX.  Carcinoma  of  Cervix  Uteri. 

(A)  Definition  : a malignant  tumour  originating  in  the 
squamous  epithelium  of  the  vaginal  portion  of  the  cervix  or 
in  the  mucous  membrane  (and  glands)  of  the  cervical  canal. 

(B)  Varieties  : (1)  epithelioma ; (2)  adenocarcinoma  ; 
(3)  endothelioma  (very  rare). 

(C)  Synonyms  : epithelioma  is  also  called  epidermoidal 
cancer  and  squamous-celled  epithelioma ; adenocarcinoma  is 
named  cylinder-celled  cancer. 

(D)  Etiology  : (1)  predisposing  causes  are  age  (forty  to 
fifty),  heredity,  white  race,  and  poverty  ; (2)  traumatism  in 
labour  (cervical  lacerations)  and  repeated  pregnancies  (multi- 
parity) seem  also  to  favour  its  appearance ; (3)  the  cervix 
uteri  is  the  most  frequent  seat  of  malignant  disease. 

(E)  Pathology:  (1)  oi  the  varieties  \ 

(A)  Epithelioma  may  appear  (i)  as  a papillary  (cauliflower) 
growth,  size  of  a hazel-nut  to  that  of  an  apple,  on  the  vaginal 
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aspect  of  the  cervix,  or  as  an  ulcerating  surface,  or  as  hard 
nodules  in  the  substance  of  the  cervix,  breaking  down  later 
into  ulcers ; (ii)  under  the  microscope,  plugs  of  squamous 
epithelial  cells  can  be  seen  passing  down  into  the  underlying 
connective  tissue,  where  they  may  lose  their  original  squamous 
character ; (iii)  the  progress  of  the  cancer  is  towards  the 
vaginal  walls  and  the  cellular  tissue  at  the  basis  of  the  broad 
ligaments  (lymphatics),  and  rarely  are  the  bladder,  rectum, 
and  body  of  the  uterus  involved : 

(B)  Adenocarcinoma  may  appear  (i)  as  hard  nodules  in  the 
substance  of  the  cervix  or  in  the  mucous  membrane  of  the 
cervical  canal,  producing  induration  and  (later)  ulceration  and 
excavation  (often  extensive) ; (ii)  under  the  microscope  there 
are  tubular  structures  (in  a scanty  stroma)  containing  several 
layers  of  epithelial  cells,  some  of  which  are  columnar,  while 
others  have  become  irregular  in  shape ; (iii)  the  progress  of 
the  cancer  is  towards  the  uterine  body  (by  continuity  of 
mucous  membrane  or  muscular  wall),  and  the  bladder  is 
involved  early,  the  rectum  late,  and  the  vaginal  mucous 
rarely  ever. 

(2)  Of  the  complications : {a)  lymphatic  involvement  takes 
place  early,  the  affected  vessels  being  those  running  in  the 
lower  part  of  the  broad  ligaments  to  the  iliac  glands,  which 
can  be  felt  per  vaginam  or  per  rectum ; (b)  secondary  cancer 
of  the  tubes  and  ovaries  is  rare ; (c)  the  bladder  is  commonly 
affected,  catarrh,  sloughing,  and  a vesico-vaginal  fistula  being 
the  results  ; {d)  in  a similar  way  a recto-vaginal  fistula  may 
be  formed,  but  more  rarely  ; (e)  the  ureters  may  be  com- 
pressed or  be  narrowed  (by  infiltration  of  their  walls),  and 
dilatation  occur  with  hydronephrosis  or  nephritis  ; (/)  peri- 
tonitic  adhesions  are  common ; {g)  pregnancy  may  occur  in  a 
cancerous  uterus ; Qi)  carcinoma  and  myoma  (fibroid)  may 
coexist. 

(F)  Symptoms  and  Physical  Signs:  (1)  the  symptoms, 
which  are  ill  defined  in  the  early  stages,  are  local  and  general ; 
{a)  the  local  symptoms  are  (i)  haemorrhage,  in  the  form  of 
menorrhagia,  metrorrhagia,  or  irregular  bleeding  after  the 
menopause  (so-called  “ return  of  menstruation”),  increased 
by  vaginal  examination  and  coitus;  (ii)  yellowish  white 
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watery  discharge,  becoming,  in  the  later  stages,  reddish  brown 
and  very  offensive  ; (iii)  pain,  varying  much  in  degree  and 
situation,  a late  symptom,  due  to  extension  of  disease  to 
cellular  tissue,  body  of  uterus,  or  peritoneum  ; (iv)  pain  and 
difficulty  in  micturition  and  defecation,  ending  sometimes  in 
incontinence  of  urine  and  feces  (fistula-formation);  and  (v) 
pruritus  vulvse  (from  irritation  of  vulva  with  discharges  or 
urine) : (&)  the  general  symptoms  are  (i)  emaciation  ; (ii) 
debility ; (iii)  anorexia  and  dyspepsia ; (iv)  septic  phenomena  ; 
and  (v)  uraBuiia  (in  late  stages)  : 

(2)  The  physical  signs  are  discovered  on  examination:  (a) 
on  vaginal  examination  with  finger  (rarely  with  speculum)  it 
is  noted  that  (i)  the  cervix  has  a cauliflower  excrescence 
growing  from  it ; or  is  thick  and  hard  and  nodular  ; or  has 
its  anterior  and  posterior  lips  everted,  thickened,  and  irregular, 
and  mushroom-like ; or  has  ragged  ulcerated  surfaces  on  it, 
with  hard  edges ; (ii)  the  cervix  bleeds  when  touched  ; and 
(iii)  the  odour  of  the  discharge  is  characteristic ; (h)  on 
bimanual  or  rectal  examination  (or  both)  it  is  noted  whether 
the  uterus  is  fixed  or  still  movable,  and  whether  the  cellular 
tissue  and  glands  are  involved  or  not ; (c)  signs  of  fistufe 
(vesico-vaginal  or  recto-vaginal)  may  be  discovered. 

(G)  Diagnosis  : (1)  depends  on  the  symptoms  (especially 
haemorrhage  at  or  about  the  menopause),  the  physical  signs 
(especially  induration  of  the  cervix),  and  the  microscopic 
examination  of  scrapings  or  (better)  of  small  excised  pieces  of 
the  growth  ; (2)  from  sarcoma  of  the  cervix  it  can  be  dis- 
tinguished only  by  the  microscope,  but  it  may  be  borne  in 
mind  that  sarcoma  is  softer,  grows  quicker,  and  is  much  rarer 
than  carcinoma ; (3)  from  tubercular  ulceration,  by  the 

microscope,  by  the  absence  of  induration,  and  by  the  presence 
of  tubercle  in  other  organs ; (4)  from  syphilitic  ulceration  and 
condylomata  of  the  cervix,  by  the  history  of  the  case,  and  the 
result  of  anti-syphilitic  treatment ; (5)  from  small  myomata 
of  the  cervix  it  is  difficult  to  separate  nodular  carcinoma,  but 
remember  that  in  the  former  the  growths  are  circumscribed, 
and  lie  in  normal  tissue,  and  the  mucous  membrane  is  not 
adherent ; (6)  from  long-standing  cervicitis  (with  induration) 
it  is  difficult  to  distinguish  the  early  stages  of  superficial 
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carcinoma ; but  note  that  in  the  former  there  is  chronicity, 
the  “nodules”  are  really  cervical  follicles  distended  with  mucus, 
that  the  epithelium  is  present,  and  that  there  are  no  true 
ulcers,  but  simply  “ erosions,”  with  no  loss  of  tissue,  and  no 
sharp,  hard  edges  ; (7)  in  all  doubtful  cases  the  microscope 
is  invaluable. 

(H)  Prognosis  : (1)  very  grave ; death  usually  within  two 
years  ; (2)  even  early  and  radical  operation  does  not  prevent 
recurrence  in  many  cases;  (3)  epithelioma  localised  in  the 
vaginal  portion  is  the  most  suitable  for  operation  ; (4)  the 
causes  of  death  are  {a)  exhaustion,  (&)  peritonitis  from  exten- 
sion of  disease  or  perforation  of  uterus,  (c)  septicaemia,  ((i) 
uraemia,  and  (e)  haemorrhage. 

(I)  Treatment:  (1)  palliation:  (a)  indicated  when  the 
uterus  is  fixed  and  when  there  is  involvement  of  the  lymphatics, 
induration  of  the  broad  ligaments,  and  extension  of  the  disease 
to  the  bladder,  vagina,  ureters,  and  rectum ; (&)  non-surgical 
symptomatic  measures,  such  as  (i)  for  haemorrhage,  hot 
vaginal  douches  (118°  to  120°  F.),  or  alum  or  vinegar  douches, 
or  vaginal  plug  (of  iodoform  gauze)  or  ergot  and  adrenalin 
(little  use) ; (ii)  for  offensive  discharge,  cleansing,  antiseptic 
vaginal  douches,  such  as  permanganate  of  potash,  or  corrosive 
sublimate  (1  to  2000),  or  alum,  or  lysol ; (iii)  for  the  pruritus 
vulvae,  frequent  cleansing  of  external  parts  and  application  of 
vaseline,  or  of  olive  oil  and  lime-water  (equal  parts)  after 
each  washing ; (iv)  for  the  pain,  use  of  phenacetine,  sulphonal, 
chloral  hydrate,  and  (best)  morphine  (as  suppository  or  hypo- 
dermically) ; (v)  for  constipation,  cascara  and  (in  later  stages) 
enemata ; (vi)  to  arrest  or  localise  the  growth,  the  X-rays  and 
the  “ serum  ” have  been  recommended  ; (c)  surgical  palliative 
measures  include  (i)  application  of  caustics,  such  as  zinc 
chloride  (1  oz.  to  ^ oz,  of  water)  on  absorbent  cotton  packed 
into  ulcerated  cervical  cavity,  the  vagina  being  protected  by 
large  cotton  plug ; (ii)  use  of  the  curette  or  sharp  spoon  or 
cautery  to  scrape  or  burn  away  all  the  soft  cancerous  tissue, 
the  cavity  thus  formed  being  plugged  with  iodoform  gauze ; 
or  (iii)  performance  of  one  or  other  of  the  operations  of 
amputation  of  the  cervix  (simple,  wedge-shaped,  or  high 
(supra-vaginal)  amputation)  with  dcraseur,  knife,  or  scissors, — 
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these  surgical  procedures  may  give  relief  from  symptoms  for 
months,  and  even  a year. 

(2)  Badical  treatment:  (a)  indicated  when  the  disease  is 
localised  to  the  cervix,  the  uterus  being  movable  and  the 
broad  ligaments  not  infiltrated ; but  may  also  be  carried  out 
when  neighbouring  lymphatic  glands  are  involved,  although  it 
is  then  a more  dangerous  operation ; (b)  vaginal  hysterectomy 
gives  the  best  results  in  most  cases,  especially  if  care  be 
taken  to  prevent  inoculation  of  the  cut  surfaces  with  cancer 
cells  during  its  performance  and  clamps  be  used  to  check 
bleeding  ; (c*)  abdomino-vaginal  panhysterectomy  allows  better 
access  to  the  parts  operated  upon,  but  has  a higher  mortality  ; 
(d)  the  extended  operation  is  either  a vaginal  or  an  abdominal 
hysterectomy,  with  which  is  conjoined  dissection  out  of  the 
infected  pelvic  lymphatic  glands  and  removal  of  part  of  the 
vagina ; access  may  be  got  to  the  affected  parts  by  the  sacral 
route. 

X.  Salcoiva  of  tee  Vagina. 

4 

’ (A)  Definition:  a rare  malignant  growth  arising  in  the 
connective  tissue  surrounding  the  vagina  or  in  the  sub- 
mucosa. 

(B)  Etiology  : the  primary  growth  may  be  congenital  or 
may  be  developed  in  adult  life ; the  secondary  form  occurs 
in  connection  with  sarcoma  of  the  uterus  (especially  of  the 
cervix)  or  of  some  other  organ. 

(C)  Pathology  : (1)  in  early  life  it  has  the  form  of  a 
rounded  tumour  (or  tumours),  red  or  brown  in  colour,  sessile 
or  pediculated,  attached  to  the  vaginal  wall  (anterior  or 
posterior) ; it  tends  to  infiltrate  the  bladder  and  the  recto- 
vaginal septum ; metastasis  to  distant  organs  has  also  been 
noted ; under  the  microscope,  connective  tissue,  round  and 
spindle  cells,  and  striped  muscle  can  be  seen  (giving  it  a 
teratoid  character):  (2)  in  adult  life  it  may  take  the  form 
of  a diffuse  infiltration  of  the  mucous  membrane  or  of  a 
rounded,  smooth  growth  attached  to  the  anterior  vaginal 
wall,  usually  in  its  lower  third ; it  also  may  have  metastases 
in  distant  organs  {e.g.  lungs) ; under  the  microscope,  there 
are  round,  spindle,  and  giant  cells. 

9 
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(D)  Symptoms  and  Physical  Signs:  (1)  the  symptoms 
are  those  of  sarcoma  of  the  uterus ; and  (2)  the  physical 
signs  are  indicated  by  the  pathology 

(E)  Prognosis  and  Treatment  : (1)  prognosis  is  grave, 
for,  even  if  (2)  extirpation  is  carried  out,  there  is  a great 
tendency  to  recurrence. 

XI.  Carcinoma  of  the  Vagina. 

(A)  Definition  : a malignant  growth  of  the  vagina, 
arising  usually  in  the  squamous  epithelium  of  the  mucous 
membrane. 

(B)  Etiology  : very  rarely  is  a primary  growth ; the 
secondary  form  (as  in  cancer  of  the  cervix)  is  much 
commoner ; the  age  is  usually  above  thirty ; possibly  the 
irritation  of  a pessary  may  predispose. 

(0)  Pathology  : (1)  macroscopic  characters : may  occur 
as  a broad-based  ulcerating  cauliflower-like  growth  attached 
most  often  to  the  posterior  vaginal  wall,  or  as  a diffuse  or 
nodular  infiltration  sometimes  encircling  the  vagina  in  an 
annular  manner,  ulcerating  later ; extension  occurs  to  the 
peri-vaginal  cellular  tissue,  the  broad  ligaments,  the  bladder 
and  the  rectum,  and  the  iliac  glands ; the  inguinal  glands  are 
only  affected  when  the  growth  is  in  the  lower  third  of  the 
vagina:  (2)  microscopic  characters:  if  primary,  is  squamous- 
celled  carcinoma ; if  secondary,  has  the  histological  characters 
of  the  original  growth. 

(D)  Symptoms  and  Physical  Signs:  (1)  the  symptoms 
are  those  of  carcinoma  of  the  cervix  uteri ; (2)  the  physical 
signs  are  indicated  above  under  Pathology  {q.v.). 

(E)  Treatment  : (1)  palliative  measures  are  most  often 
all  that  can  be  used  {vide  under  treatment  of  carcinoma  of 
cervix) ; (2)  extirpation  of  the  vagina  for  primary  carcinoma 
has  been  carried  out,  but  the  operation  is  difficult,  and 
must  (save  in  cases  where  the  uterus  is  senile)  be  accom- 
panied by  hysterectomy  and  salpingo-oophorectomy. 

XII.  Chorion  EPITHELIOMA,  or  Decidtjoma  Malignum 
OF  THE  Vagina. 

Metastatic  deposits  in  the  vagina  are  not  uncommon  in 
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connection  with  chorionepithelioma  of  the  uterus ; as  a 
primary  tumour  it  is  rare,  but  has  been  described  (by  Schmit, 
Hlibl,  Lindfors,  and  Vestberg)  as  a growth,  size  of  a chestnut 
or  hen’s  egg,  resembling  “ thrombosed  varices.” 

XIII.  Sarcoma  of  the  Vulva. 

(A)  Pathology:  (1)  macrosco'pic  characters:  vulvar 

sarcomata  are  usually  spherical  growths,  and  may  attain  a 
large  size ; they  are  generally  attached  to  the  labia  majora, 
but  may  also  arise  from  the  labia  minora,  the  clitoris,  and  the 
meatus  urinarius ; most  often  they  are  melanotic  sarcomata  : 
(2)  microscopic  characters  : may  be  round  or  spindle  celled, 
and  the  cells  generally  contain  brown  pigment. 

(B)  Etiology  : are  of  great  rarity ; may  originate  in 
pigmented  mevi  or  moles. 

(C)  Prognosis  : intensely  malignant. 

(D)  Treatment  : removal,  but  usually  recur,  and  there 
may  be  early  metastatic  deposits. 

XIV.  Carcinoma  of  the  Vulva. 

(A)  Definition  : a malignant  growth,  generally  epithelio- 
matous  in  nature,  developing  from  the  labia  majora  or  minora, 
the  clitoris,  the  perineum,  or  the  Bartholinian  glands. 

(B)  Etiology  : is  not  nearly  so  rare  as  sarcoma,  but  is 
proportionately  much  rarer  than  uterine  cancer ; age,  forty  to 
seventy  years. 

(C)  Pathology  : (1)  macroscopic  characters : may  form 
{a)  a firm,  hard,  round  tumour,  covered  with  papillary 
excrescences,  and  about  the  size  of  a hen’s  egg,  or  (h)  a hard, 
diffuse  infiltration  firmly  fixed  to  the  underlying  parts,  or  (c) 
a deep  ulcer,  with  hard,  overhanging  edges ; both  a and  h 
ulcerate  sooner  or  later : (2)  microscopic  characters : those  of 
squamous-celled  epithelioma  ; when  growth  arises  in  Bartho- 
linian gland,  it  is  an  alveolar  carcinoma. 

(D)  Symptoms  and  Physical  Signs  : vulvar  irritation, 
little  pain  at  first,  and  presence  of  a tumour  or  ulcer  or 
induration,  such  as  is  described  above,  with  early  enlargement 
'of  the  inguinal  glands. 
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(E)  Prognosis;  grave;  but  early  and  complete  removal 
is  less  often  followed  by  recurrence  than  is  the  case  with 
sarcoma ; has  tendency  to  spread  forwards  to  vestibule  and 
backwards  to  perineum. 

(F)  Treatment  : early  and  complete  removal  with  knife  or 
cautery,  cutting  wide  of  the  growth  ; if  inguinal  glands  are 
enlarged,  dissect  them  out  first,  but  chances  of  non-recurrence 
are  much  less. 


(B)  BENIGN  TUMOURS. 

I.  Fibro-myoma  of  the  Ovary. 

(A)  Definition  : a rare  tumour  of  the  ovary,  consisting 
of  fibrous,  fibro-niyomatous,  or  (rarely)  myomatous  tissue. 

(B)  Pathology:  (1)  macroscopic  characters:  smooth,  firm, 
rounded  tumours,  size  of  a walnut  to  that  of  a man’s  head, 
usually  pediculated,  and  generally  unilateral ; whorled  appear- 
ance on  section  ; (2)  microscopic  characters  : fibrous  connective 
tissue,  or  unstriped  muscular,  or  both ; may  show  fatty  or 
myxomatous  or  cystic  degeneration,  or  calcareous  deposits ; 
no  ovarian  structure  seen  (as  a rule). 

(G)  Symptoms  and  Physical  Signs  : those  of  a slow- 
growing  solid  or  partly  cystic  ovarian  tumour. 

(D)  Treatment  : ovariotomy. 

II.  Cystoma  of  the  Ovary. 

(A)  Definition  : a benign,  or  doubtfully  malignant,  cystic 
growth  of  the  ovary,  originating  in  the  parenchyma  (oophoron), 
in  the  medulla  or  hilum  (paroophoron),  or  in  the  ova. 

(B)  Synonyms,  Nomenclature,  and  Classification:  a 
complicated  subject,  made  more  so  by  multiplicity  of  names 
and  various  systems  of  classification ; in  the  following 
tabular  statement  an  attempt  is  made  to  reconcile  these 
different  systems  : — 
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/ 1.  Simple  Serous  Cyst 

(Cystoma  serosum 
simplex  ; Hydrops 
folliculi,  Follicular 
Cyst  ; Cyst  of 
Corpus  luteum  ; 
Blood  Cyst) 
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Adenoma  (Cystoma 
ovarii  proliferum 
glandulare  ; Cyst- 
adenoma  pseudo- 
muci  nosum,  Lutein 
Cyst) 

Papilloma  ( Cystoma 
ovarii  proliferum 
papillare ; Cyst- 
adenoma  serosum) 
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4.  Dermoid  Cysts 

5.  Mixed  or  Combina- 

tion Cysts 

6.  Broad  Liy  ament 

Cysts  (Parovarian 
and  Parovarial), 
including  Gart- 
nerian  cysts  and 
cysts  of  the 
Hydatid  of  Mor- 
gagni. 

7.  Tuho  - Ovarian 
(Ovarian  Hydro- 
cele) 


oophoronic. 


oophoronic. 


paroophoronic. 


oophoronic. 

oophoro  - par  - 
oophoronic. 

mesosalpingeal. 


oophoro-salpin- 

geal. 


(C)  Etiology  : little  known ; may  occur  at  any  age, 
but  more  frequent  during  reproductive  epoch ; occasionally 
hereditary ; the  cystic  process  may  begin  in  the  Graafian 
follicle,  in  the  corpus  luteum,  in  the  epithelium  of  these 
follicles  and  corpora,  in  the  surface  epithelium  of  the  ovary, 
in  the  tubules  of  the  hilum,  in  tubular  structures  in  the  broad 
ligament,  and  in  the  ova. 

(D)  Pathology  and  Pathogenesis  ; 


(i)  Simple  Serous  Cysts : 

(a)  Macroscojnc  characters : one  or  several  in  ovary ; 

usually  small  in  size,  walnut,  pigeon’s  egg,  hen’s  egg,  orange  ; 
rarely  as  large  as  a foetal  head ; unilocular,  rarely  multi- 
locular  ; ovarian  substance  disappears  as  cyst  grows ; on 
section  the  wall  comsists  of  one  layer  of  connective  tissue  or 


134 


ESSENTIALS  OF  GYNECOLOGY 


of  two  layers,  an  inner  lutein  layer,  yellow  in  colour  and 
arranged  in  folds,  and  an  outer  fibrous  layer:  (5)  contents: 
straw-coloured  fluid,  sp.  gr.,  1005  to  1020,  contains  albumen; 
sometimes  blood  (in  corpus  luteiim  cysts) : (c)  microscopic 
characters : wall  is  made  up  of  connective  tissue,  lined  on 
inside  with  cylindrical  or  cuboidal  cells,  or  with  no 
epithelium  at  all,  or  may  show  yellow  lutein  (large 
epithelioid)  cells  in  strata  or  in  syncytium-like  masses : 
{d)  pathogenesis : distension  of  Graafian  follicles  or  corpora 
lutea. 

(2)  Proliferating  Glandular  (or  Pseudo-mucinous)  Cysts  (the 
commonest  ovarian  neoplasm)  : 

{a)  Macroscopic  characters : tumour,  varying  from  a pea- 
sized cyst  to  one  weighing  over  100  lb.  and  occupying  the 
whole  abdominal  cavity ; usually  unilateral  and  multilocular 
(one  large  cavity  and  several  small  ones) ; round,  oval,  or 
irregular  in  shape ; surface  smooth,  glistening,  bluish,  and 
with  blood-vessels  ramifying  on  it ; the  larger  the  cyst,  the 
thinner  the  pedicle,  which  consists  of  the  stretched  broad 
ligament  of  the  same  side : (Jb)  contents : albuminous  fluid, 
like  “ oily  water,”  ropy,  gelatinous,  pseudomucinous,  yellow, 
green,  or  brown  in  colour;  sp.  gr.,  1010  to  1030  : (c)  micro- 
scopic characters : cyst  wall  has  three  layers,  outer  of  low 
cylindrical  or  cubical  cells,  middle  of  connective  tissue,  and 
inner  of  cylindrical  epithelium  (mucous-membrane-like  cells) ; 
the  contents  show  oil  globules,  cholesterine  crystals,  scattered 
red  corpuscles,  and  the  “ ovarian  ” cells  (which  are  simply 
cells  of  the  lining  membrane,  and  not  characteristic  of  the 
tuni(jur)  : {d)  pathogenesis  : proliferation  of  ovarian  epithelium, 
either  in  the  follicles  or  corpora  lutea  or  on  the  surface  of  the 
ovary  (germinal).  {Note. — The  gelatinous  material  may,  in 

cases  of  rupture  of  the  cyst,  be  found  lying  in  the  peritoneal 
cavity,  causing  “ pseudomyxoma  peritonei.”) 

(3)  Proliferating  Papillary  Cysts : 

{a)  Macroscopic  characters : tumour  varies  in  size,  but 
never  so  large  as  the  enormous  proliferating  glandular  type 
described  above ; bilateral  or  unilateral,  and  multilocular  or 
(apparently)  unilocular ; have  tendency  to  burrow  between 
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layers  of  broad  ligament,  so  have  much  less  defined  pedicle ; 
on  section,  interior  is  lined  with  warty  (papillary)  growths ; 
papillary  growths  may  also  occur  on  the  surface  (perhaps  due 
to  penetration  of  wall) ; in  other  characters,  they  resemble 
the  glandular  variety  : (&)  contents  : clear,  straw-yellow  serous 
fluid,  containing  albumen,  but  not  pseudomucin  ; (c)  microscopic 
characters : cyst  wall  has  three  layers,  outer  of  cubical  cells, 
middle  of  fibrous  tissue  (containing  secondary  papillary  cysts), 
and  inner  of  ciliated  columnar  epithelium ; the  papillae  have 
a core  of  connective  tissue,  show  numerous  branches,  and  are 
covered  by  ciliated  columnar  epithelium,  and  may  show  cal- 
careous degeneration : {d)  pathogenesis : proliferation  of  the. 
tubular  relics  (mesonephric)  of  the  paroophoron. 

(4)  Dermoid  Cysts  (the  rarest  of  ovarian  cysts) : 

{a)  Macroscopic  characters : tumours  generally  smaller 
(never  larger)  than  a man's  head,  unilateral  or  (less  frequently) 
bilateral;  unilocular,  but  may  occur  as  part  of  a proliferating 
glandular  or  papillary  cyst  {q.v.  infra) ; have  well-marked 
pedicle,  or  (rarely)  develop  between  layers  of  the  broad 
ligament ; rounded  or  irregular ; adhesions  not  uncommon ; 
consistence  varies,  partly  cystic,  partly  solid  (bony) ; on 
section,  they  show  a cystic  cavity,  and  a wall,  fibrous  on  the 
outside,  cutaneous  on  the  inside,  and  containing  in  it  fat, 
unstriped  muscle,  bone,  cartilage,  nervous  tissue,  and  rarely 
mammary  and  thyroid-gland  substance : (h)  contents : pul- 
taceous  and  caseous  (salad-cream-like)  matter,  epithelial  balls, 
hair  in  tufts  or  balls,  and  (attached  to  the  cutaneous  lining) 
teeth,  nails,  horn,  and  (occasionally)  sebaceous  wens  and 
nipples : (c)  microscopic  characters : very  various,  almost 
every  tissue  in  the  body  may  be  represented ; cutaneous 
structures  such  as  hair,  sebaceous  and  sweat  glands,  nail, 
etc.,  mesoblastic  tissues  such  as  bone,  muscle,  fat,  and  nerve 
tissue,  and  hypoblastic  tissues  resembling  the  intestinal  and 
respiratory  mucous  membranes : {d)  pathogenesis : partheno- 
genetic  development  of  primordial  ova. 

(5)  Combination  Cysts : 

Consist  partly  of  dermoid  and  partly  of  adenomatous 
elements. 
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(6)  Parovarian  and  Parovarial  Cysts  (cysts  derived  from  the 
parovarium  or  from  scattered  tubular  relics  in  the  broad  ligament) : 

(i)  Parovarian  ; (a)  macroscopic  characters : may  be  very 
small  in  size,  or  large ; usually  unilocular ; oval  or  rounded 
in  shape ; since  they  develop  between  the  layers  of  the  broad 
ligament,  they  have  an  external  peritoneal  covering  which  can 
be  easily  stripped  off ; the  ovary  is  seen  to  one  side  and  the 
Fallopian  tube  is  usually  stretched  over  the  cyst ; the  wall  is 
usually  thin,  and  may  show  papillary  outgrowths ; when 
direction  of  growth  is  upwards  into  abdominal  cavity,  a pedicle 
is  formed:  (&)  contents:  clear,  limpid  fluid,  sp.  gr.,  1002  to 
1007,  containing  small  quantity  of  albumen:  (c)  mic^'oscojjic 
characters : wall  consists  (from  without  inwards)  of  peri- 
toneum, unstriped  muscular  and  connective  tissue,  and  cubical 
or  ciliated  columnar  epithelium. 

(il)  Parovarial : (a)  macroscopic  characters : usually  small, 
up  to  size  of  hen’s  egg,  and  may  or  may  not  show  papillary 
growths  inside : (b)  contents : clear  fluid,  like  that  in  paro- 
varian cysts  : (c)  microscopic  characters  : same  as  in  parovarian 
cysts,  but  some  non-papillary  cysts  are  lined  by  endothelium  I 
(d)  origin : these  parovarial  cysts  originate  in  Gartner’s  duct 
(as  it  lies  in  the  broad  ligament)  or  in  tubular  relics  between 
the  parovarium  and  the  tube  and  ovary,  or  in  the  hydatid  of 
Morgagni. 

(7)  Tubo-Ovarian  Cysts  : 

{a)  Macroscopic  characters : fluid  accumulations  inside  a 
cavity  produced  (i)  by  inflammatory  adhesion  of  the  fimbri- 
ated end  of  the  Fallopian  tube  (especially  if  in  a state  of 
hydrosalpinx)  to  the  surface  of  the  ovary  (especially  if  cystic), 
or  (ii)  by  the  presence  of  the  tunic  of  peritoneum,  which 
occasionally  invests  the  ovary  (“  ovarian  hydrocele,”  Bland- 
Sutton) ; usually  unilateral  and  of  moderate  size  (pigeon’s  egg 
to  fist) ; unilocular ; interior  may  be  lined  with  smooth 
membrane,  or  show  papillary  growths ; opening  of  end  of 
Fallopian  tube  can  be  seen : (&)  contents  : clear  serous  or 
blood-tinged  fluid,  which  may  be  expelled  intermittently  by 
tube  into  uterus  (hydrops  tubrn  profluens) : (c)  microscopic 
characters  : connective  tissue  and  atrophied  muscular  fibres 

^ Structures  in  the  Mesosalpinx,  p.  -48. 
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iu  wall,  lining  membrane  shows  ciliated,  columnar,  or  low 
cylindrical  epithelium,  or  none  at  all, 

(E)  Symptoms:  (1)  when  an  ovarian  cyst  is  small  and 
yclvic  in  position  tliere  may  be  {a)  no  symptoms  at  all ; or 
there  may  be  (&)  menstrual  disturbances  {e,.g.  menorrhagia, 
dysmenorrhoea,  or  (rarely)  amenorrhoea),  (c)  interference  with 
bladder  and  rectal  functions,  {D)  pain  (especially  if  the  tumour 
be  impacted),  or  (e)  a general  pelvic  uneasiness  : (2)  when 
the  cyst  is  large  and  has  grown  into  the  abdomen,  there  may 
be  {a)  the  same  menstrual  disturbances,  (h)  rectal  and  vesical 
trouble,  and  (c)  pressure  pain  ; but  in  addition  the  patient  is 
conscious  of  {d)  increase  in  size  of  the  abdomen,  and  may 
suffer  from  {e)  abdominal  pain  (peritonitic),  or  pain  and  shock 
(torsion  of  pedicle),  from  (/)  the  results  of  pressure  on  the 
abdominal  viscera  (dyspepsia,  vomiting)  or  the  thoracic  organs 
(cardiac  palpitation,  pulmonary  dyspnoea),  and  from  {g)  general 
ill-health  (debility,  insomnia,  and  nervous  troubles). 

(F)  Physical  Signs  : (1)  when  the  cyst  is  still  small  and 
intrapelvic,  physical  signs  are  evident  only  on  vaginal  and 
bimanual  examination ; they  consist  in  the  presence  of  a 
round,  smooth,  non-sensitive,  tense,  cystic  mass  to  one  side 
of  or  behind  the  uterus,  with  the  displacement  of  the 
body  of  the  uterus  (of  normal  size)  to  the  other  side  of 
the  pelvis  or  to  the  front,  and  of  the  cervix  to  the  same  side 
as  the  tumour ; the  cyst  and  the  uterus  do  not  move  as  one 
mass ; (2)  when  the  cyst  has  become  abdominal  in  position, 
the  physical  signs  are  numerous  and  important,  and  may  be 
grouped  according  to  the  means  employed  to  elicit  them  ; {a) 
inspection  : enlargement  of  abdomen,  unilateral  in  early  stages, 
general  in  later ; dilatation  of  superficial  veins  ; bulging  or 
flattening  of  umbilicus  ; pigmentation  and  strim  (occasionally)  ; 
(b)  palpation  : round  or  undulating  cystic  mass  felt,  which 
may  or  may  not  yield  fluctuation,  which  may  be  general  or  be 
localised  in  one  part  of  the  swelling ; there  is  no  hardening 
of  the  mass  on  manipulation  ; abdominal  wall  is  thin ; (c) 
percussion : dull  note  over  tumour,  tympanitic  note  in  the 
flanks,  and  the  areas  of  dulness  and  resonance  do  not  alter  with 
change  in  posture  of  the  patient ; {d)  auscultation  : negative  ; 
(e)  mensuration  (with  tape  or  cyrtometer) : increase  in  girth 
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of  abdomen  below  iimlnlicus  and  of  one  side  of  al)domen  over 
other;  (/)  vaginal  touch;  cervix  of  normal  consistence; 
body  of  uterus  usually  displaced  and  fixed ; {(j)  rectal  touch 
with  the  cervix  pulled  down  with  a volsella,  and  the  patient 
in  the  genu-pectoral  position  : enablesj^  skilled  gynecologist  to 
feel  the  pedicle,  and  to  note  its  position  and  length ; (/i) 
urinalysis  : may  be  albuminuria. 

(G)  Diagnosis:  (1)  general:  depends  chiefly  on  the 
physical  examination  and  the  detection  of  the  physical 
signs  {q.v.  suq^ra),  for  the  symptoms  and  history  of  the  case 
may  be  quite  indefinite ; there  is  no  pathognomonic  sign ; if 
the  uterus  be  found  to  be  of  normal  size,  and  if  there  be  a 
swelling  in  the  abdomen,  most  marked  in  the  hypogastric  region, 
giving  a dull  note  on  percussion,  with  a resonant  note  in  the 
hanks,  and  if  change  of  posture  do  not  affect  the  dull  and 
resonant  areas,  it  may  be  concluded  with  considerable  certainty 
that  an  ovarian  cyst  is  present ; the  diagnosis  of  small  ovarian 
cysts  is  generally  difficult,  while  that  of  large  ones  is  not 
always  easy:  (2)  of  complications : {a)  torsion  of  the  pedicle: 
when  in  a woman  known  or  seen  to  have  an  abdominal 
swelling,  sudden,  violent  pain,  with  vomiting  (not  ster- 
coraceous),  and  signs  of  shock  develop,  the  presumption  is 
that  axial  torsion  of  the  pedicle  has  occurred  ; the  presump- 
tion is  strengthened  by  the  presence  of  the  other  signs  of  an 
ovarian  cyst,  and  by  the  co-existence  of  pregnancy  or  the 
puerperium  {Note. — The  curious  migrated  cysts  found  attached 
to  the  omentum,  or  lying  free  in  the  abdominal  cavity,  are 
probably  due  to  separation  by  torsion) ; (&)  rupture  of  the 
cyst : when  in  a woman  known  to  have  an  ovarian  cyst, 
either  after  a blow  or  with  no  apparent  cause,  there  occurs  a 
condition  of  collapse,  with  disappearance  of  the  swelling  and 
appearance  of  signs  of  free  fluid  in  the  peritoneum  (ascites), 
followed  by  copious  diuresis,  it  is  very  probable  that  rupture 
of  the  cyst  has  taken  place ; when  a quantity  of  fluid  (serous, 
purulent,  pultaceous)  escapes  from  the  anus,  it  is  probable 
that  the  cyst  has  ruptured  into  the  colon  or  rectum;  (c) 
adhesions;  when  there  is  a history  of  repeated  peritonitic 
attacks,  or  of  the  performance  of  tapping,  and  when  on 
palpation  friction  can  be  felt  and  fixation  of  the  tumour 
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to  the  abdominal  walls,  the  presence  of  adhesions  may  be 
diagnosed;  {E)  inflammation  of  the  cyst  (“cystitis”):  is 
indicated  by  abdominal  pain  and  tenderness,  by  fever,  and 
often  by  albuminuria,  especially  in  cases  (now  uncommon)  in 
which  tapping  had  been  employed. 

(H)  Differential  Diagnosis  : there  are  many  morbid 
states  which  might  possibly  be  confused  with  ovarian  cysts ; 
in  the  following  list  they  are  arranged  according  to  the  organ 
or  part  in  which  they  occur ; only  the  leading  diagnostic 
characters  are  referred  to,  and  these  are  generally  physical 
signs  and  rarely  symptoms  : — 

(1)  Other  Ovarian  Conditions : 

{a)  It  is  unnecessary  to  try  to  distinguish  the  various /orwis 
of  benign  cystoma  (simple,  proliferating,  glandular,  papillo- 
matous, dermoid,  and  mixed)  from  each  other,  for  the  same 
treatment  is  required  (ovariotomy) ; (b)  malignant  cystomata 
may  perhaps  be  separated  from  benign  by  their  greater 
rapidity  of  growth  (in  torsion  of  pedicle  there  is  very  rapid 
increase  in  size,  but  it  is  accompanied  by  pain  and  shock),  by 
their  association  with  ascites  and  nodules  in  the  fornices,  and 
by  the  blood  changes  (leucocytosis,  with  marked  diminution  in 
the  red  cells) ; (c)  solid  ovarian  neoplasms  can  generally  be 
distinguished  from  cystic  ones  by  careful  palpation  (firmness, 
absence  of  fluctuation,  etc.) ; {d)  ovarian  gestation  is  accom- 
panied by  some  of  the  signs  and  symptoms  of  pregnancy. 

(2)  Tubal  Conditions: 

{a)  Tubal  pregnancy  is  accompanied  by  the  signs  and 
symptoms  of  early  pregnancy  (which  may,  however,  be  some- 
what masked)  and  by  those  peculiar  to  it  (colicky  pains, 
expulsion  of  cast  of  uterus,  etc.) ; rupture  of  a tubal  gestation 
and  torsion  of  the  pedicle  of  an  ovarian  cyst  have  resem- 
blances; (b)  hydro-hcemato-  and  pyo-salpinx  have  the  symptoms 
of  inflammation  following  upon  opportunities  of  septic  or 
gonorrhoeal  infection,  and  the  tumour  is  apt  to  be  fixed  and 
sausage-shaped  or  retort-shaped ; (c)  solid  tumours  of  the 
Fallopian  tubes  can  hardly  be  distinguished  from  solid  tumours 
of  the  ovaries. 

(3)  Parovarian  and  Parovarial  Conditions  : 

It  is  hardly  worth  while  trying  to  separate  cysts  of  the 
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parovarium,  of  the  hydatid  of  Morgagni,  and  of  tubular  relics 
in  the  broad  ligament  from  ovarian  cysts,  for  the  treatment 
is  always  the  same ; but  parovarian  cysts  tend  to  be  oval  in 
shape,  and  give  very  marked  fluctuation. 

(4)  Peritoneal  Conditions : 

(a)  Ascites  has  percussion  signs  {e.g.  shifting  dulness) 
which  make  its  diagnosis  easy ; in  the  dorsal  posture  there  is 
a dull  note  in  the  flanks  and  a clear  one  at  the  umbilicus, 
when  the  lateral  position  is  adopted  the  dulness  is  on  the 
side  upon  which  the  patient  lies,  while  the  opposite  flank  is 
tympanitic,  and  in  the  sitting  posture  the  upper  margin  of 
the  dulness  is  curved  with  a convexity  downwards  {Note. — 
Ascites  and  an  ovarian  cyst  may  coexist) ; (&)  encysted 

peritonitie  fluid  has  generally  an  inflammatory  history,  and  on 
palpation  its  margins  are  not  sharply  marked,  but  when  it  is 
small  in  amount,  tubercular  in  origin,  and  pelvic  in  position, 
it  presents  great  diagnostic  dfficulties  ; (c)  omental  and 

mesenteric  cysts  and  soft  tumours  {e.g.  lipomata)  are  difficult 
to  distinguish ; but  it  is  helpful  to  remember  that  they  are 
devoid  of  pelvic  and  of  uterine  connections ; the  fluid  in 
chyle  cyst  of  the  mesentery  is  milky ; {d)  hcematocele  in  the 
peritoneum  will  usually  be  found  in  the  middle  line  (pouch 
of  Douglas),  and  be  associated  with  a history  of  sudden  onset, 
fainting,  menorrhagia,  and  (later)  with  hardness  and  inflam- 
matory symptoms  ; if  localised  in  the  broad  ligament,  there  will 
commonly  be  the  signs  and  symptoms  of  tubal  pregnancy. 

(5)  Parametric  Conditions : 

{a)  Pelvic  cellulitis  is  not  likely  to  be  mistaken  for  large 
abdominal  ovarian  cysts  ; even  when  the  cyst  is  small  and 
pelvic  it  can  usually  be  distinguished  by  absence  of  inflam- 
matory symptoms  and  signs,  by  its  mobility,  and  by  the 
absence  of  the  common  causes  of  cellulitis  (post-partum  or 
post-abortum  sepsis,  etc.) ; (V)  hydatid  cysts  in  the  cellular 
tissue  are  very  difficult  to  distinguish. 

(6)  Abdominal  Wall  Conditions  : 

{a)  In  obesity  there  is  absence  of  dulness  on  deep  per- 
cussion, and  the  fat  can  be  pinched  up  and  felt  to  be  in  the 
abdominal  wall  itself ; {h)  cysts  of  the  urachus  (allantoic)  can 
be  felt  to  be  in,  and  not  behind,  the  anterior  abdominal  wall. 
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(7)  Bladder  Conditions : 

A distended  bladder  can  always  be  distinguished  by  the 
use  of  the  catheter. 

(8)  Intestinal  Conditions : 

Pseudocyesis,  phantom  tumour,  or  spurious  pregnancy  is 
usually  due  to  flatulent  distension  of  the  intestine  in  a 
hysterical  patient  along  with  a deposit  of  fat  in  the  abdominal 
wall ; it  is  to  be  separated  from  an  ovarian  cyst  by  the 
percussion  phenomena  and  by  disappearance  of  the  swelling 
under  the  effect  of  an  anaesthetic. 

(9)  Uterine  Conditions  : 

(a)  Normal  'pregnancy  can  usually  be  easily  distinguished 
by  presence  of  foetal  heart,  uterine  souffle,  feeling  of  foetal 
parts,  and  intermittent  uterine  contractions ; but  in  the  early 
months  there  are  difficulties,  and  then  the  mammary  signs 
of  pregnancy,  Hegar’s  sign,  the  cervical  changes,  and  the 
amenorrhoea  (corresponding  to  the  size  of  the  enlarged  uterus) 
are  useful  guides  ; (b)  abnormal  pregnancy,  and  more  especially 
hydramnios,  is  often  a condition  very  difficult  of  distinction, 
but  the  rapid  growth  of  the  uterine  swelling,  the  intermittent 
contractions  of  the  uterine  walls,  the  cervical  changes,  and 
the  obtaining  of  ballottement  are  helpful  indications  {Note. 
— The  foetal  heart  is  very  often  inaudible  in  hydramnios  and 
the  foetal  parts  difficult  of  palpation,  otherwise  the  diagnosis 
would  be  easy) ; (c)  neither  molar  nor  twin  pregnancies  are 
likely  to  be  mistaken  for  an  ovarian  cyst ; in  the  former  case 
the  early  expulsion  of  the  uterine  contents  reveals  its  nature, 
and  in  the  latter  the  signs  of  pregnancy  are  generally  clear ; 
{d)  retroversion  of  the  gravid  uterus,  especially  if  associated 
with  distension  of  the  bladder,  may  cause  doubts,  but  the 
presence  of  the  cervix  high  up  behind  the  symphysis  pubis, 
and  of  a body  continuous  with  it  in  the  pouch  of  Douglas, 
the  use  of  the  catheter,  and  the  absence  of  the  body  of  the 
uterus  from  the  hypogastric  region  will  remove  them ; {e) 
fibroid  or  (more  often)  fibro-cystic  uterine  tumours  are  to  be 
distinguished  by  the  median  position  of  the  swelling  and  its 
attachment  to  the  uterus  (which  is  enlarged),  by  its  slower 
growth,  by  its  hardness  in  whole  or  in  parts,  by  its  irregular 
surface,  by  the  (occasional)  presence  of  a bruit,  and  by  the 
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frequent  occurrence  of  menorrhagia  and  metrorrhagia  and  of 
pressure  symptoms ; but  all  these  signs  may  be  insufficient 
and  the  presence  of  the  fibro-cystic  tumour  be  discovered 
only  when  the  abdomen  has  been  opened ; (/)  the  retention 
of  fluid  in  the  uterus,  causing  hydro-,  htemato-,  or  pyo-metra, 
is  generally  associated  with  the  history  of  inflammation  or 
injury  to  tbe  cervix  uteri  or  with  the  presence  of  malforma- 
tions (atresia  vaginee  or  bicornate  uterus),  and  is  less  likely  to 
be  mistaken  for  an  ovarian  cyst  than  for  a pregnancy. 

(10)  Renal  Conditions : 

ip)  Hydronephrosis,  cystic  kidney,  and  an  ovarian  cyst 
(with  a long  pedicle)  may  be  confounded,  but  the  two  former 
give  a tympanitic  note  on  percussion  over  them  (intestine) ; 
(h)  floating,  misplaced,  and  horseshoe  kidneys  may  be  generally 
distinguished  by  their  solidity  and  shape. 

(11)  Splenic  Conditions : 

Enlarged,  wandering,  or  cystic  spleen  is  generally  easily 
distinguished  by  its  shape  and  solidity,  and  (in  the  cystic 
form  specially)  by  its  position. 

(12)  Hepatic  Conditions : 

{a)  Distension  of  the  gall  bladder  has  been  mistaken  for  an 
ovarian  cyst,  but  its  connection  with  the  liver  (percussion, 
palpation)  ought  to  prevent  this  error;  (&)  hydatid  cyst  and 
other  tumours  of  the  liver,  likewise,  are  to  be  diagnosed  by 
their  position  and  hepatic  relations. 

(13)  Rectal  Conditions : 

(a)  Rectal  {fcecal)  accumulations  are  elongated  in  shape, 
indent  on  digital  pressure  per  vagiuam,  and  disappear  after  a 
purgative ; (6)  post-rectal  dermoids,  if  large,  may  be  mistaken 
for  ovarian  cysts,  but  percussion  usually  elicits  a tympanitic 
note  over  them  (presence  of  intestine). 

(1)  Prognosis:  (1)  if  operated  upon  (ovariotomy),  the 
prognosis  is  good,  ovariotomy  having  now  a mortality  of  only 
3 or  5 per  cent.:  (2)  if  left  alone,  {a)  death  results  in  from 
two  and  a half  to  three  years ; but  (h)  it  may  be  hastened  by 
any  of  the  following  complications : — (i)  torsion  of  the  pedicle, 
(ii)  haemorrhage  into  the  cyst,  (iii)  inflammation  of  the  cyst 
(especially  after  tapping),  (iv)  peritonitis,  (v)  intestinal 
obstruction,  (vi)  pelvic  impaction,  and  (vii)  ascites ; (c) 


G YNE  COL  O GICAL  DISEASES 


143 


■rupture  of  the  cyst  (from  violence,  a fall,  or  strain)  may  be 
followed  by  absorption  of  contents  and  cure,  but  more  often 
by  peritonitis : (3)  even  when  these  complications  are 

present,  ovariotomy  is  still  indicated,  and  even  the  coexistence 
of  pregnancy,  labour,  or  the  puerperium,  and  of  some  of 
the  above  complications,  is  not  a contraindication  to  the 
operation. 

(J)  Treatment  : (a)  removal  of  the  cyst,  or  ovariotomy,  is, 
at  the  present  time,  the  sole  and  (generally)  the  sufficient 
mode  of  treatment,  and  delay  in  performing  it  is  always 
attended  by  some  degree  of  risk ; (b)  the  abdominal  is  to  be 
preferred  to  the  vaginal  form  of  ovariotomy  ; (c)  the  older 
methods  of  tapping,  electrolysis,  and  injection  of  iodine  have 
now  nothing  more  than  a historical  interest ; {d)  if  the  other 
ovary  be  healthy  it  is  to  be  left  alone,  if  partly  cystic  it  may 
be  resected,  and  if  markedly  so  it  is  to  be  removed  ; (e)  if 
the  cyst  be  parovarian,  it  may  be  possible  to  leave  both 
ovaries.  (For  description  of  Ovariotomy,  vide  Major  Gyne- 
cological Operations.) 

III.  Solid  Adenoma  of  the  Ovary  : a very  rare 
form  of  neoplasm ; is  almost  solid,  small  cysts  being  found 
only  in  parts ; consists  of  glandlike  tubules  and  a connective 
tissue  stroma ; is  not  malignant  (no  recurrence  nine  years 
after  removal,  Glochner)  J treatment  is  ovariotomy. 

IV.  Cystoma  of  Fallopian  Tube:  this  term  is  now 
generally  restricted  to  small  cysts  arising  in  the  peritoneal  ^ 
or  in  the  muscular  coat ; some  of  them  are  simply  dilated 
lymphatics ; the  cystic  hydatid  of  Morgagni  may  be  included 
here ; these  growths  are  usually  small  in  size,  and  have  no 
clinical  significance,  for  they  cannot  be  differentiated  from 
small  ovarian  and  parovarian  cysts. 

V.  Fapilloma  of  the  Fallopian  Tube. 

(A)  Definition  : papillary  outgrowths  arising  from  the 
mucous  membrane  of  the  tube. 

^ J.  D.  Williams  and  the  Author  found  small  cysts  in  the  peritoneal 
covering  of  the  tubes  (size  of  a pea  to  that  of  a bean)  in  15  per  cent,  of  the  220 
broad  ligaments  examined  by  them  {op.  cit.). 
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(B)  Synonyms  : adenoma  of  the  tube  (Bland-Sutton) ; 
dermoid  of  the  tube  (Eitchie). 

(C)  Pathology  : (1)  macroscopic  characters  : cauliflower 

excrescences  are  seen  growing  from  the  tubal  mucosa,  filling 
the  tube,  and  protruding  like  a bunch  of  grapes  from  the 
ostium  abdominale  ; among  the  excrescences  are  pedunculated 
cysts  containing  papillary  growths  in  their  interior:  (2) 
microscopic  characters : the  outgrowths  are  covered  with 

columnar  epithelium,  ciliated  at  places,  and  the  stroma  is  of 
slightly  vascular  connective  tissue  : (3)  nature  : Bland-Sutton 
regards  it  as  a true  adenoma  (on  the  supposition  that  there 
are  glands  in  the  tubal  mucosa),  while  Doran  and  others 
regard  it  as  a papilloma. 

(D)  Symptoms  and  Physical  Signs  : those  of  an  intra- 
pelvic  growth,  not  separable  clinically  from  others,  such  as 
small  cysts  of  the  ovary ; ascites  may  coexist. 

(E)  Pkognosis  : there  is  some  suspicion  that  the  growth 
may  become  malignant. 

(F)  Treatment  : removal  of  affected  tube,  with  its  ovary 
(Doran). 

VI.  Fibro-myoma  of  Fallopian  Tube  : is  a very  rare 
tumour  of  the  tube ; probably  some  of  those  described  as  sub- 
peritoneal  fibroids  of  the  tube  have  really  been  ovarian  {c.g. 
J.  Y.  Simpson’s) ; in  Bland-Sutton’s  case  the  growth  was  as 
large  as  a Tangerine  orange,  and  had  caused  trouble  in 
labour. 

VII.  Lipoma  of  the  Fallopian  Tube  : very  rare  ; 
probably  some  of  the  cases  described  were  really  lipomata 
developing  from  the  fat  between  the  layers  of  the  broad 
ligament. 

VIII.  Fibro-myoma  of  the  Uterus. 

(A)  Definition  : a benign  tumour  of  frequent  occurrence, 
composed  of  unstriped  muscle  and  fibrous  connective  tissue 
in  varying  proportions. 

(B)  Synonyms  : fibroid ; fibrous  tumour ; myoma ; hys- 
teroma ; leiomyoma. 
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(C)  Etiology  : (1)  age,  the  period  of  reproductive  activity, 
especially  thirty  to  forty  ; (2)  heredity  (?)  ; the  presence  of 
ail  irritant,  chemical  or  parasitic,  causing  proliferation  of  the 
muscular  tissues  of  a blood-vessel. 

(D)  Pathology  : (1)  macrosco'pic  characters : tumours, 

single  or  multiple  (often  one  large  and  several  small  ones), 
rounded  or  quite  irregular  in  form,  small  (microscopic)  in  size 
or  very  large  (over  100  lb.  weight),  firm,  almost  stony  in 
hardness  (except  when  cystic),  pale  pink  in  colour,  cutting 
like  cartilage,  showing  on  section  a concentric  arrangement  of 
the  fibrous  tissue  (“  balls  of  cotton  ”),  and  having  a capsule 
of  fibrous  tissue  (except  when  near  the  surface  of  the  uterus) 
which  is  markedly  vascular  (while  the  tumour  itself  is  not 
so) ; in  the  rare  adenomyoma  (“  diffuse  fibroid  ”)  there  is  no 
capsule. 

(2)  Microscopic  characters : consists  cliiefiy  of  unstriped 
muscular  fibres,  like  those  of  the  uterus  itself,  with  bundles  of 
fibrous  connective  tissue,  and  these  two  kinds  of  tissue  are 
mixed  in  varying  proportions ; glandular  structures  (ducts 
lined  with  epithelium)  are  occasionally  found  (adenomyoma) 
and  may  originate  from  remnants  of  the  Wolffian  bodies,  or 
from  the  glands  of  the  uterine  mucosa ; in  the  fibro-cystic 
tumours  (cysto-fibroma)  there  are  spaces  which  are  not  really 
cysts,  but,  more  probably,  dilated  lymphatics,  which  are  lined 
with  endothelium,  and  which  contain  clear  yellow  fiuid,  which 
coagulates  on  exposure  to  the  air. 

(3)  Relations  to  the  uterus : {a)  the  fibroid  may  be 
interstitial  or  intramural,  being  embedded  in  the  muscular 
substance  of  the  wall  of  the  uterus  and  having  no  pedicle ; 
(b)  if  the  direction  of  growth  be  towards  the  outer  aspect  of 
the  organ,  the  fibroid  becomes  subperitoneal ; it  may  then  be 
sessile  or  have  a pedicle,  which  may  be  thick  and  short  or 
thin  and  elongated ; torsion  of  the  pedicle  may  occur  and  the 
tumour  be  set  free  in  the  peritoneal  cavity,  and  sometimes 
there  is  axial  torsion  of  the  whole  uterus  (which  may  at 
one  place  be  reduced  to  the  size  of  a crow-quill) ; the  fibroid 
may  grow  up  into  the  abdomen  and  drag  the  uterus  up  with 
it,  elongating  its  cavity  and  thinning  its  walls,  or  it  may 
get  packed  into  the  pelvis  and  acquire  adhesions  with  other 
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organs ; when  it  grows  out  laterally  between  the  layers  of 
tlie  broad  ligament  it  is  called  intraligamcMovs-,  («)  if  the 
direction  of  the  growth  be  inwards,  the  fibroid  becomes 
suhnucous]  it  may  be  sessile  or  have  a pedicle  (when  it 
is  a variety  of  uterine  polypus),  and  have  a tendency  to 
undergo  degenerative  changes  and  to  be  expelled  into  the 
vagina;  {d)  in  the  great  majority  of  cases  it  is  the  lody 
of  the  uterus  (and  the  posterior  wall)  in  which  the  fibroid 
grows ; the  cervix  is  a rare  site. 

(4)  Changes  in  the  uterus  and  annexa  : (cc)  the  muscular 
coat  is  likely  to  undergo  some  hypertrophy,  especially  in  the 
submucous  variety  where  there  have  been  efforts  at  expulsion  ; 
\b)  the  mucous  membrane  may  show  a glandular  or  an 
interstitial  thickening  and  become  markedly  vascular ; (c) 
the  epithelium  of  the  mucosa  covering  submucous  growths 
may  lose  its  cilia  or  become  squamous  (if  long  exposed  to  the 
air) ; {d)  the  whole  uterus  may  be  displaced  upwards ; {e)  it 
may  show  axial  torsion  (half,  one,  or  even  two  turns  having 
been  observed) ; or,  (/)  in  cases  of  submucous  growths 
attached  to  the  fundus,  it  may  become  inverted ; {g)  salpin- 
gitis (catarrhal  or  interstitial)  and  oophoritis  have  been  met 
with. 

(5)  Degenerative  changes:  (a)  a cystic  state  due  to 

myxomatous  alterations  or  to  lymphangiectasis  or  to  the 
adenomyomatous  nature  of  the  tumour  may  be  noted : (h) 
fatty  degeneration  and  spontaneous  necrobiosis  may  occur, 
causing  softening ; (c)  induration,  with  diminution  in  size, 
may  be  looked  for  after  the  menopause ; (d)  so  may 
calcification ; (e)  malignant  degeneration  (sarcomatous  or 

carcinomatous)  is  a possibility,  but  is  rare ; (/)  inflammation 
and  sloughing  are  not  uncommon,  especially  in  the  submucous 
type,  and  may  be  due  to  destruction  of  the  capsule. 

(E)  Symptoms:  the  cardinal  symptoms  are  (1)  hoemor- 
rhage,  menorrhagia  and  (usually)  metrorrhagia,  almost  constant 
in  the  submucous  variety  and  frequent  in  the  interstitial, 
gradually  increasing  in  amount  or  occurring  irregularly ; 
(2)  dysmenorrhoea,  resembling  the  pains  of  labour  in  the 
submucous  variety ; (o)  leucorrhoea ; (4)  pressure  symptoms, 
including  frequent  and  painful  micturition  or  retention 
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(bladder  and  urethral  pressure),  constipation,  diarrhoea,  or 
obstruction  (rectal  and  intestinal  pressure),  neuralgia  in 
pelvis  and  thighs  (nerve  pressure),  varicose  veins  and 
hfcmorrhoids  (vein  pressure),  uraemia  (ureter  pressure) ; 
(5)  sacralgia  and  feelings  of  weight  in  pelvis  (apart  from 
pressure  pains) ; (6)  symptoms  due  to  the  ancemia  produced 
by  the  blood  loss  (fainting,  dyspnoea,  dyspepsia,  etc ; and 
(7)  sterility,  or  abortion  (if  pregnancy  occur),  or  delay  in 
labour  from  inertia  uteri  or  obstruction  (if  the  pregnancy 
should  be  prolonged  to  the  full  term),  or  haemorrhage  in  the 
puerperium  (from  subinvolution) ; (8)  if  torsion  of  the  pedicle 
or  of  the  whole  uterus  occur  suddenly,  there  will  be  acute 
pain  (hypogastric),  syncope,  vomiting,  and  a small  rapid  pulse. 
(F)  Physical  Signs  : 

(1)  In  the  submucous  variety : 

(a)  Enlargement  of  the  uterus,  generally  symmetrical, 
detected  on  bimanual  examination  or  by  use  of  sound 
(flexible,  if  canal  of  cervix  be  twisted) ; (5)  presence  of  a 
rounded  mass,  size  of  a cherry. to  that  of  a foetal  head,  in  the 
vaginal  canal  (sometimes  free,  when  the  discharge  is  very 
foul),  or  protruding  from  the  cervix  (permanently  or  inter- 
mittently), or  still  within  the  uterine  cavity  (when  it  can  be 
felt  only  after  dilatation  of  the  cervix,  and  not  by  simple 
vaginal  palpation) ; (c)  the  pedicle  (if  the  growth  has 

become  polypoidal)  can  sometimes  be  felt  arising  from  the 
cervix  itself  (in  the  cervical  form)  or  passing  up  through  the 
cervix  (in  the  corporeal).  {Note. — The  whole  cervix  becomes 
the  pedicle  in  some  of  the  cervical  fibroids.) 

(2)  In  the  interstitial  variety : 

{a)  When  small,  the  signs  may  be  almost  nil,  and  the 
presence  of  the  growth  be  suspected  only  on  account  of 
menorrhagia  and  slight  uterine  enlargement ; (&)  when  larger, 
there  is  more  or  less  regular  enlargement  of  the  uterus, 
indicated  by  the  bimanual  examination  and  by  abdominal 
palpation  (in  the  largest  forms) : the  sound  usually  passes 
in  easily  and  to  a distance  of  three,  four,  or  five  inches,  and 
even  farther,  and  it  may  show  displacement  as  well  as 
enlargement ; a uterine  bruit  may  be  heard  {vide  also  under 
the  Subperitoneal  variety). 
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(3)  In  the  subperitoneal  variety : 

{a)  Enlargement  of  the  uterus  itself  is  generally  present, 
and  there  may  be  displacement  of  the  organ  as  well  (made 
out  by  bimanual  and  use  of  sound),  but  (&)  the  tumour  is  tlie 
chief  cause  of  the  abdominal  distension  which  is  noted,  and  if 
the  pedicle  be  long  and  thin,  the  connection  between  the 
uterus  and  the  tumour  may  not  be  intimate ; (c)  abdominal 
inspection  reveals  a swelling,  generally  median  in  position ; 
((f)  palpation  elicits  its  hardness,  its  well-marked  outline,  its 
irregularities  (secondary  nodules  or  multiple  growths),  and  its 
attachment  to  the  uterus  (pull  down  cervix  with  a volsella, 
and  whole  mass  is  felt  to  be  depressed) ; (e)  percussion  gives 
a dull  note  over  the  tumour,  clear  in  the  flanks  ; (/)  ausculta- 
tion gives  a bruit,  especially  marked  at  the  sides,  due  to  rush 
of  blood  in  uterine  arteries  (inconstant) ; and  (^)  on  vaginal 
examination  the  cervix  is  found  to  be  drawn  up  and  not 
softened  (it  may  be  pressed  down  if  the  tumour  be  impacted 
in  the  pelvis). 

(G)  Diagnosis  : is  founded  (1)  on  history  of  the  case 
(gradual  development,  etc.) ; (2)  on  the  symptoms  (especially 
menorrhagia  and  pressure  symptoms);  and  (3)  on  the  physical 
signs,  as  enumerated  above ; but  (4)  it  is  often  difficult, 
especially  in  the  fibro-cystic  variety. 

(H)  Diffeeential  Diagnosis  : 

(1)  Submucous  fibroids 

May  be  distinguished  from  (a)  inversion  of  the  uterus  by 
the  absence  of  the  body  of  the  uterus  from  the  abdomen  on 
bimanual  examination  (in  inversion),  by  the  use  of  the  sound 
(which  does  not  pass  into  an  inverted  .uterus),  and  by  rectal 
touch  ; hut  a submucous  fibroid  and  inversion  of  the  uterus  may 
coexist ; (b)  from  malignant  polypus  by  its  greater  softness 
and  by  microscopic  examination  of  a fragment ; and 

(2)  Interstitial  or  sessile  subperitoneal  fibroids  require— 

(a.)  When  small,  to  be  distinguished  from  (a)  displace- 
ments of  the  uterus,  especially  anteflexion  and  retroflexion, 
and  this  can  usually  be  done  by  careful  bimanual,  aided  by 
use  of  sound ; (&)  chronic  metritis  or  subinvolution,  by  the 
regular  enlargement  of  the  uterus  when  thus  inflamed ; (c) 
early  pregnancy,  by  softening  of  the  cervix  and  Hegar  s sign 
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and  the  menstrual  history ; (d)  ectopic  pregnancy,  by  colicky 
pains,  expulsion  of  cast  of  the  uterus,  symptoms  of  pregnancy, 
and  mobility  apart  from  uterus ; (e)  pelvic  cellulitic  or  peri- 
tonitic  deposit,  by  presence  of  fever  or  history  of  past  attacks ; 
(/)  from  prolapsed  and  fixed  ovary  and  bicornate  uterus, 
with  the  greatest  difficulty : (/3)  token  large,  from  {a)  later 
pregnancy,  by  the  signs  of  pregnancy  (foetal  heart,  foetal 
parts,  intermittent  hardening  and,  softening  of  the  swelling, 
mammary  changes) ; (h)  ovarian  cyst,  by  free  mobility  apart 
from  uterus,  by  absence  of  bruit,  by  cystic  character  (except 
when  the  fibroid  also  is  cystic,  when  the  diagnosis  may  be 
almost  impossible),  and  by  use  of  anaesthetic. 

(3)  Subperitoneal  pedunculated  fibroids. 

Especially  when  partly  cystic,  may  only  with  great 
difficulty  be  distinguished  from  {a)  ovarian  cysts ; but  the 
superficial  character  of  the  fluctuation  wave,  the  quicker  rate 
of  growth,  and  the  complete  freedom  from  the  uterus  in 
ovarian  cysts  may  be  helpful ; from  (h)  abdominal  organs  {c.g. 
floating  kidney)  or  tumours  in  them,  by  their  downwa.rd 
growth  towards  the  pelvis  instead  of  upward  growth  out  of  it. 
{Note. — The  most  difficult  cases  for  diagnosis  are  those  in 
which  a fibroid  tumour  exists  alongside  of  a pregnancy,  an 
ovarian  cyst,  a displacement  or  malformation  of  the  uterus, 
or  an  ectopic  gestation  in  a malformed  uterus  {e.g.  cornual 
pregnancy).) 

(I)  Prognosis  : (1)  as  to  life,  good  (the  mortality  due 
directly  to  fibroids  being  very  low,  1 in  3000),  but  as  to 
health  it  is  bad  (chronic  invalidism  in  many  cases) ; (2) 
spontaneous  cure,  occasionally  occurs  by  {a)  complete  dis- 
appearance (absorption)  at  the  menopause  or  earlier,  or  (&) 
expulsion  per  vaginam  as  a polypus  or  by  breaking  down 
into  fragments,  or  (c)  by  cessation  of  growth  or  shrink- 
age in  size  at  the  menopause  (“  relative  cure  ”) ; (3) 

while  the  tumour  is  present  there  are  always  the  risks  of 
(a)  the  occurrence  of  pregnancy,  labour,  and  the  puerperium, 
with  the  consequent  dangers  of  abortion,  delayed  and  instru- 
mental parturition,  and  postpartum  hjemorrhage,  (h)  torsion  of 
the  pedicle  or  of  the  uterus  itself  (axial  torsion),  (c)  degener- 
ative changes  (cystic  or  malignant),  {d)  inflammation  and 
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suppuration  (“  fibromitis  ”),  (e)  formation  of  extensive  ad- 
hesions, causing  hepatic,  intestinal,  or  renal  complications,  and 
(/)  inversion  of  the  uterus ; (4)  death,  when  it  occurs,  may 
be  due  to  {a)  heemorrhage,  (b)  suppuration  and  septicaemia, 
(c)  uraemia,  {d)  peritonitis,  and  (e)  complications  (bronchitis, 
pneumonia). 

(J)  Tkeatment  : this  depends  on  the  variety  of  the 
tumour  and  the  severity  of  the  symptoms  it  may  be  causing 
(for  not  a few  fibroids  cause  no  symptoms  at  all),  on  the 
patient’s  position  in  life  (whether  she  has  to  work  for  her 
living),  and  on  the  skill  (especially  in  major  gynecological 
operations)  of  the  gynecologist ; but  treatment  usually  follows 
one  or  other  of  the  lines  named  below. 

(i)  Palliative: 

{a)  Medicinal  means,  such  as  the  use  of  ergot  or  ergotin 
(3  grs.  of  ergotin  in  solution  hypodermically  twice  a week), 
of  suprarenal  extract,  of  thyroid  extract,  and  of  hydrastis 
canadensis  (20  grs.  thrice  daily),  along  with  purgatives 
(sulphate  of  magnesia  or  mineral  waters)  and  sedatives  {e.g. 
bromide  of  potash  when  pressure  pain  is  severe);  (h)  supports, 
such  as  a Hodge  or  Albert  Smith  pessary,  an  abdominal 
binder  or  a laced  belt ; (c)  manipulation,  especially  in  the 
genu-pectoral  position  and  under  an  anaesthetic,  with  the 
purpose  of  pushing  the  tumour  up  out  of  the  pelvis  (where  it 
is  causing  pressure)  into  the  abdomen  (where  it  has  more 
room) ; {d)  curettage,  or  atmokausis,  which  may  for  a time 
check  liEemorrhage,  but  does  not  permanently  do  good,  and 
may  he  accompanied  with  risk ; (e)  application  of  tincture  of 
iodine  or  iodised  phenol  (on  a dressed  sound)  to  the  uterine 
interior ; (/)  hot  douches  (vaginal  or,  less  often,  intra-uterine) 
and  vaginal  or  intra-uterine  tampons ; {g)  cervical  dilatation 
(or  incision),  for  relief  of  pain  and  to  check  bleeding;  (7i) 
electricity  (according  to  method  recommended  by  Apostoli), 
which  may  relieve  symptoms,  but  is  uncertain  and  not  free 
from  risks ; it  may  take  the  form  of  negative  puncture,  or  of 
the  passage  of  the  positive  pole  into  the  interior  of  the 
uterus,  the  use  of  a current  of  from  60  to  160  milliamperes, 
for  ten  minutes  at  a time  twice  a week.  {Note. — The  decision 
between  palliative  and  operative  treatment  {pv.)  depends 
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chiefly  on  the  presence  of  pressure  symptoms  (either  in  large 
or  small  tumours),  of  severe  hsemorrhage,  of  signs  of  axial 
torsion  of  the  fibroid  or  the  uterus,  of  fever,  of  rapid  growth, 
or  of  inability  on  the  part  of  the  patient  to  earn  her  own 
living ; in  these  circumstances  operate.) 

(2)  Palliative  Operative ; 

Under  this  heading  may  be  put  Battey’s  operation  of 
oophorectomy  (“  normal  ovariotomy,”  “ removal  of  the  ‘ normal  ’ 
ovaries”)  and  Lawson  Tait’s  operation  of  salpingo-oophorectomy 
(removal  of  tubes  and  ovaries),  in  order  to  bring  about  an 
artificial  and  premature  menopause,  and  so  check  bleeding 
and  produce  changes  (atrophic)  in  the  fibroid  similar  to  those 
occurring  at  the  menopause ; it  has  sometimes  succeeded  in 
obtaining  this  result,  but  it  is  often  difficult  to  find  the 
ovaries,  it  is  uncertain  in  its  effects,  and  it  is  now  no  safer 
than  hysterectomy  in  the  hands  of  a skilled  gynecologist. 

(3)  Radical  Operative : 

{a)  Vaginal  operations  may  be  employed : (i)  in  pedun- 
culated submucous  fibroids,  torsion  of  the  pedicle  may  be 
used  or  division  of  it  by  scissors  or  (when  thick)  by  the  wire 
(or  chain)  ecraseur,  care  being  taken  that  inversion  of  the  uterus 
is  not  present  as  a complication  or  produced  by  the  traction 
during  the  operation ; (ii)  in  non-pedunculated  submucous . 
fibroids  enucleation  has  been  occasionally  used,  the  cervix 
being  dilated,  the  mucous  membrane  over  the  growth  being 
split,  the  tumour  shelled  out,  and  the  uterine  cavity  packed, 
but  this  operation  has  a mortality  comparing  unfavourably 
with  abdominal  hysterectomy ; (iii)  in  submucous  fibroids 
and  in  small  interstitial  growths  vaginal  hysterectomy  may 
be  employed,  and  with  the  aid  of  progressive  diminution 
of  the  growth  during  the  operation  (“  morcellement  ” or 
“ morc^llation  ” ) even  large  fibroids  can  be  thus  removed,  but 
the  operation  is  difficult  and  gives  less  successful  results 
than  abdominal  hysterectomy. 

(b)  Abdominal  operations  may  be  used  : (i)  myomectomy, 
in  the  case  of  pedunculated  subperitoneal  fibroids ; the 
abdomen  is  opened  and  the  pedicle,  if  thin,  is  tied  with 
silk  ligatures  and  the  growth  removed ; if  thick,  a V or 
wedge-shaped  incision  is  made,  the  tumour  removed,  and  the 
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edges  brought  together  with  sutures  (bleeding  is  checked 
during  the  operation  by  an  elastic  ligature  passed  round  the 
lower  uterine  segment) ; (ii)  partial,  subtotal,  or  supravaginal 
hysterectomy  (or  hystero-myomectomy),  the  uterus  as  well  as 
the  growth  being  removed,  either  by  Schroeder’s  operation 
(tying  the  ovarian  arteries  and  then  the  uterine  ones,  removing 
the  uterus  above  the  vaginal  roof,  and  covering  the  stump  on 
the  abdominal  aspect  by  flaps  of  peritoneum  taken  from  the 
anterior  and  posterior  uterine  walls),  or  (better)  by  Kelly’s 
operation  (tying  the  ovarian  and  uterine  arteries  on  one  side, 
amputating  the  cervical  portion  of  the  uterus,  clamping  the 
uterine  and  ovarian  arteries  on  the  opposite  side,  removing 
the  uterus,  replacing  the  clamps  with  ligatures,  and  closing 
the  stump  with  peritoneum). 

(c)  Abdomino-vaginal  operation:  total  or  pan-hysterectomy, 
either  by  ligature  of  the  vessels  (ovarian,  uterine)  and  removal 
of  the  v/hole  uterus  (the  vagina  being  opened  into),  or  by 
clamping  the  vessels  flrst,  next  removing  the  uterus,  and  then 
replacing  the  clamps  by  ligatures  (Doyen’s  method,  g.v.) ; the 
vaginal  opening  is  then  closed,  and  finally  the  abdominal  one. 
(JVoie. — The  operations  of  choice  at  the  present  day  are 
subtotal  and  pan-hysterectomy  by  the  abdominal  or  abdomino- 
vaginal route ; they  have  now  a wonderfully  low  mortality.) 

IX.  Polypi  of  the  Uterus. 

(A)  Definition  : uterine  polypi  are  growths  arising  from 
the  body  (“  uterine  ” proper)  or  cervix  (cervical)  of  the  uterus, 
covered  by  its  mucous  membrane,  and  possessing  a pedicle. 

(B)  Vahieties  : (1)  mucous,  cellular,  or  true  polypi, 

arising  from  the  cervical  (rarely  from  the  corporeal)  mucosa, 
small  in  size  (pea  or  bean),  often  multiple,  flattened  slightly, 
red  in  colour,  bleeding  when  touched,  and  consisting  of  cellular 
tissue  and  mucous  membrane  {Note.  — The  “ channelled  ” 
polypus  has  channels  on  the  surface  indicating  the  gland 
ducts) : (2)  pedunculated  Nabothian  follicles  may  be  regarded 
as  a variety  of  mucous  polypi ; they  closely  resemble  them, 
and  are  the  result  of  chronic  cervicitis  {q.v.,  p.  92)  : (3)  fibrous 
or  fibroid  polypi,  submucous  pedunculated  myomata  or  fibro- 
myomata  have  already  been  referred  to ; they  vary  in  size 
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from  a tumour  the  size  of  a marble  to  one  filling  the  whole 
pelvis,  are  firm  in  consistence,  rounded  or  pyriform  in  shape, 
are  not  markedly  vascular,  have  a long  or  short  pedicle,^ 
may  project  permanently  into  the  vagina,  or  appear  inter- 
mittently at  the  os  ie.g.  during  menstruation),  and  may  arise 
either  from  the  cervix  or  the  corpus  uteri : (4)  placental, 
fibrinous,  or  spurious  polypi  are  due  to  incomplete  separation 
of  pieces  of  placenta  or  decidua  after  labour  or  miscarriage ; 
the  attached  parts  assume  a polypoidal  form ; they  consist 
of  layers  of  fibrin  over  a core  of  placental  or  decidual  tissue, 
or  over  the  stump  of  a polypus  which  has  been  removed  : 
(5)  corporeal  or  cervical  sarcomata  may  take  on  a polypoidal 
form  (malignant  polypus) ; and  (6)  simple  (?)  papilloma  of 
the  cervix  has  been  known  to  occur. 

(C)  Symptoms  and  Physical  Signs  ; (1)  the  symptoms 
that  are  common  to  all  polypi  (in  greater  or  less  degree)  are 
{a)  haemorrhage  (menorrhagia,  metrorrhagia) ; (h)  leucorrhoea 
(sometimes  foul  and  sanious  or  purulent) ; (c)  sacralgia,  drag- 
ging pain  in  back,  and  difficulty  in  locomotion  (occasionally) ; 
(<?)■  uterine  pain,  sometimes  of  an  expulsive  kind,  and  dys- 
menorrhoea ; {e)  rectal  and  vesical  distress  ; and  (/)  sterility  : 
(2)  the  physical  signs  vary  with  the  varieties,  but  include  (a) 
the  discovery,  per  vaginam,  of  a polypoidal  tumour,  of  varying 
size  and  consistence  (small  and  soft,  large  and  hard,  etc.), 
with  a pedicle  coming  through  or  attached  to  the  cervix ; 
and  (&)  the  enlargement  of  the  uterus  (detected  by  bimanual 
and  sound). 

(D)  Diagnosis  ; (a)  is  founded  upon  (1)  the  history  (of 
inflammation  of  uterus,  of  labour  or  abortion,  etc.) ; (2)  the 
symptoms ; (3)  the  physical  signs ; (4)  microscopic  exami- 
nation of  a fragment  of  tissue  obtained  directly  or  by  curettage  ; 
(5)  dilatation  of  the  cervical  canal  and  digital  palpation : 
(/3)  the  differential  diagnosis  (1)  of  the  varieties  of  polypi  is 
made  by  a careful  consideration  of  the  characters  (size,  con- 
sistence, attachments,  microscopical  appearances)  of  each,  and 
(2)  from  inversion  of  the  uterus,  by  the  bimanual,  the  sound 

^ The  cervix  itself  may  be  erroneously  regarded  as  the  “ pedicle,”  as  in  a case 
of  the  cervical  variety  to  which  the  Author  was  once  summoned  ; he  removed 
the  fibroid  by  enucleation  from  the  tissues  of  the  cervix,  for  it  had  no  real 
pedicle  ; a second  case  of  the  same  kind  he  treated  by  panhysterectomy. 
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test,  and  the  rectal  examination  {vide  Inversion),  under  an 
anaesthetic  if  necessary.  {Note. — A degree  of  inversion  may 
be  associated  with  a fibroid  or  sarcomatous  polypus,  and  may 
be  increased  by  traction  on  the  growth  during  operation.) 

(E)  Prognosis  : varies  greatly  with  the  variety  of 
polypus,  being  good  in  mucous  polypi  and  grave  in  malignant 
or  fibroid  polypi  (haemorrhage,  exhausting  discharges). 

(F)  Treatment:  (1)  palliative,  e.g.  tonics,  vaginal 
douching,  etc.,  to  restore  general  health  (preparatory  to 
removal);  (2)  operative:  {a)  mucous  polypi  maybe  twisted 
off  with  catch-forceps  or  scraped  away  with  the  curette ; 

(b)  fibroid  polypi  expelled  into  the  vagina  may  simply 
require  to  be  removed  (if  loose)  or  may  necessitate  ligature 
of  the  pedicle,  torsion  of  it,  crushing  (ecraseur),  or  division 
with  scissors ; (c)  fibroid  polypi  still  in  the  uterus  require 
dilatation  of  the  cervix,  and  may  then  be  dealt  with  as  the 
vaginal  ones,  it  being  sometimes  necessary  to  diminish  the 
size  of  the  tumour  to  get  at  its  pedicle ; {d)  placental  polypi 
are  removed  by  the  curette ; and  {e)  malignant  polypi  by 
hysterectomy. 

X.  OrSTOMA  OF  THE  V AGIN  A. 

(A)  Definition  : cystic  growth,  benign  in  nature, 
situated  beneath  the  vaginal  mucous  membrane  and  arising 
from  the  tissues  of  the  vaginal  walls. 

(B)  Pathology  : (1)  may  be  single  or  (less  often) 
multiple ; (2)  most  commonly  arise  from  the  anterior  wall 
high  up,  but  may  originate  laterally ; (3)  vary  in  size  from 
a pea  to  a hen’s  egg  or  (rarely)  larger ; (4)  are  rounded, 
fusiform,  biscuit-shaped,  or  (rarely)  polypoidal;  (5)  are 
simple  or  (rarely)  multilocular ; (6)  contain  clear,  trans- 
parent fluid,  or  brown,  viscid,  and  turbid  material,  showing 
under  the  microscope  scanty  mucous  corpuscles,  cylindrical 
and  squamous  epithelium,  and  cholesterine  crystals ; (7)  the 
cyst  may  be  lined  by  columnar,  polymorphous,  or  squamous 
epithelium  or  by  endothelium,  and  the  wall  contains  connec- 
tive and  (sometimes)  unstriped  muscular  tissue. 

(C)  Etiology  and  Pathogenesis  : obscure ; may  be  \ 
(1)  cystic  dilatations  of  embryonic  relics  {e.g.  Wolffian  ducts,  S 
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especially  Gartner’s  ducts,  or  Skene’s  tubules),  or  (2)  of 
vaginal  glands  (?),  or  (3)  they  may  be  hygromata  (fluid 
lying  in  the  connective  tissue),  or  (4)  dilated  lymphatic 
spaces,  or  (5)  dermoids  (especially  in  recto- vaginal  septum). 

(D)  Symptoms  and  Physical  Signs  : the  sijmptoms  are 
often  nil ; but  may  act  as  an  obstruction  to  delivery  or 
during  coitus,  and  may  cause  leucorrhoea  and  down-bearing 
pain ; (2)  the  physical  signs  are  the  presence  of  such  a 
tumour  (or  tumours)  as  has  been  described  above,  detected 
on  vaginal  examination,  and  projecting  into  the  vaginal 
canal. 

(E)  Diagnosis  : distinguished  from  rectocele  or  cystocele 
by  rectal  touch  and  use  of  catheter. 

(F)  Treatment:  if  small  they  may  be  left  alone;  may 
be  removed  by  dissection  or  may  have  a part  of  the  wall 
excised ; the  cyst  may  be  large  and  have  deep-seated 
connections  (e.g.  in  broad  ligament)  and  require  abdominal 
section. 

' XI.  Fibro-myoma  of  the  Vagina:  are  very  rare; 
rounded  in  shape ; rarely  large  (a  marble  to  an  orange) ; 
generally  sessile,  rarely  pedunculated ; consist  of  unstriped 
muscle  and  fibrous  tissue ; are  situated  in  muscular  or  fibrous 
layer  of  anterior  vaginal  wall  in  its  upper  part ; have  a 
capsule ; may  become  gangrenous  or  sloughing ; if  large, 
may  cause  bearing-down  pain  and  pressure  symptoms ; and 
require  extirpation  (by  enucleation,  if  sessile ; by  ligature 
and  division  of  pedicle,  if  pedunculated). 

XII.  Cystoma  of  the  Vulva. 

(A)  Bartholinian  cyst  results  from  blocking  or  closure 
of  duct  of  Bartholinian  gland,  and  may  be  in  the  gland  or 
in  the  duct  itself ; may  be  as  large  as  a hen’s  egg,  and  will 
require  excision  or  incision  with  packing  and  drainage ; 
may  become  inflamed  {vide  Bartholinitis,  p.  101). 

(B)  Mucous  and  Sebaceous  cysts  occur  in  the  neigh- 
bourhood of  the  vestibule  and  in  the  labia ; are  unimportant. 

(C)  Hymeneal  cysts,  of  congenital  origin,  have  also  been 
noted. 
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XIII.  Other  Benign  Growths  of  the  Vulva. 

(A)  Fibro-myomata  and  Fibromata  occur  rarely  and 
then  generally  on  the  labia  inajora ; they  may  attain  a large 
size  and  be  pedunculated ; (B)  Myxomata  are  generally 
degenerated  (oedematous)  fibromata ; (C)  Lipomata  or  fatty 
growths  are  sometimes  met  with,  they  are  markedly  soft 
in  consistence,  may  be  pedunculated,  and,  if  small,  may  be 
mistaken  for  hernise  (but  are  nnt,  of  course,  reducible) ; 
(D)  Neuromata,  especially  when  in  the  neighbourhood  of 
the  urethra,  are  often  called  caruncles ; they  are  very  sensitive, 
and  may  be  the  cause  of  reflex  pain ; (E)  Osteomata 
and  Enciiondromata  are  exceedingly  rare ; (F)  H/Emato- 
mata  {e.g.  after  puturition)  and  Varicosities  of  the  vulva 
{e.g.  in  pregnancy)  occur,  but  they  are  not  tumours  iu  the 
strict  sense ; (G)  Condylomata  have  been  already  referred 
to  {vide  p.  116).  (H)  All  these  growths  may  require  to  be 

removed,  and  usually  present  no  special  difficulties  save  in 
the  case  of  large  fibromata  (molluscum  pendulum). 
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C. 

DISPLACEMENTS. 

\_Note. — Many  displacements,  especially  those  of  the 
uterus,  are  now  regarded  as  owing  their  importance  rather  to 
concomitant  states  {e.g.  inflammation)  than  to  their  mechanical 
alteration  in  position.] 

I.  Prolapse  of  the  Ovary. 

(A)  Definition  : downward  displacement  of  the  ovary  (or 
ovaries)  generally  into  the  pouch  of  Douglas  (median  or  lateral 
compartments),  less  commonly  in  front  of  the  uterus,  and  very 
rarely  into  the  infundibulum  of  an  inverted  uterus. 

(B)  Etiology  : (1)  is  usually  result  of  subinvolution  of 
the  uterus  and  annexa  (causing  relaxation  of  broad  and 
ovarian  ligaments),  coupled  with  ovarian  congestion ; (2) 
sudden  strain  or  jolt ; (3)  occasionally  is  congenital, 

(C)  Pathology:  ovary  generally  enlarged  and  congested 
or  cystic  as  well  as  displaced  (congestion  may  be  either  cause 
or  effect  of  the  displacement) ; it  may  be  movable,  or  fixed 
by  adhesions ; the  uterus  often  is  retroflexed. 

(D)  Symptoms  and  Physical  Signs  : (1)  the  symptoms 
usually  follow  an  abnormal  confinement  or  an  imperfectly 
treated  abortion,  and  consist  in  pain  (sharp,  radiating)  during 
defaecation  and  sexual  intercourse,  reflex  pains  (mastodynia, 
headache,  etc.),  weight  in  the  pelvis,  dyspepsia,  mental 
depression,  and  menorrhagia  : (2)  the  physical  signs  consist 
in  the  discovery  (by  vaginal,  rectal,  and  bimanual  palpation) 
of  a very  sensitive  body  lying  behind  the  uterus  (often  retro- 
flexed or  retroverted),  the  shape  and  size  of  an  almond  or  of 
a pigeon’s  egg,  fixed  or  movable,  and  not  directly  continuous 
with  the  uterus ; absence  of  the  ovary  (or  ovaries)  from  its 
normal  position  may  also  be  noted, 

(E)  Diagnosis:  (1)  distinguish  from  faeces  in  rectum  by 
absence  of  indenting  on  pressure  and  by  presence  of  the 
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ovarian  pain  ; (2)  from  the  fundus  of  a displaced  uterus,  by 
careful  bimanual  and  use  of  sound. 

(F)  Prognosis  : good  as  to  life,  but  guarded  as  to  complete 
cure. 

(G)  Treatment:  (1)  'palliation:  vaginal  tampon  (ichtbyol 
and  glycerine)  ; hot  vaginal  douche  ; saline  purge  in  morning ; 
rest  in  semi-prone  posture ; blisters  over  iliac  regions ; 
bromides ; and  (perhaps)  supporting  pessaries  {e.g.  india- 
rubber  ring),  although  special  pessaries  have  not  been  very 
successful:  (2)  radical:  {a)  removal  of  ovary  (or  ovaries) 
either  by  abdominal  section  or  posterior  colpotomy ; (b) 
occasionally,  shortening  of  the  round  ligament  has  been 
performed,  or  shortening  of  both  the  round  and  the  infundi- 
bulo-pelvic  ligaments,  and  the  tucking  of  the  ovary  through 
an  opening  made  in  the  broad  ligament  (Barrows). 

II.  Hernia  of  the  Ovary. 

(A)  Definition  : presence  of  the  ovary,  either  alone  or  in 
association  with  the  tube  and  intestine,  in  a hernial  sac. 

(B)  Synonyms  : oophorocele,  salpingo-oophorocele  (when 
tube  is  present). 

(0)  Etiology  : congenital  (rare)  or  acquired ; the  chief 
cause  is  the  existence  of  the  hernial  sac  {e.g.  open  state  of 
the  canal  of  Nuck). 

(D)  Pathology  : a femoral,  inguinal,  umbilical,  or  (rarely) 
obturator  hernial  sac  is  present ; in  it  a gland  is  found 
(microscopically  resembling  the  ovary),  either  alone  or  in 
association  with  omentum,  intestine,  tube,  broad  ligament,  or 
uterus  (pregnant  or  unimpregnated) ; the  ovary  may  be  cystic, 
and  may  show  axial  torsion ; may  be  malformations  of  the 
genital  organs ; the  hernia  may  be  bilateral  or  unilateral. 

(E)  Symptoms  and  Physical  Signs  : there  may  be  a 
tender,  oval  swelling  in  the  inguinal  canal  (or  at  the  femoral 
ring),  becoming  larger  at  menstrual  periods,  and  generally 
fixed  in  position ; dragging  pain  in  the  side ; menorrhagia, 
dysmenorrhoea,  dyspareunia. 

(F)  Diagnosis:  (1)  often  difficult ; (2)  hydrocele  of  the 
round  ligament  has  fluid  contents  (but  the  herniated  ovary 
maybe  cystic);  (3)  ordinary  hernia  will  give  gurgling  and 
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signs  of  intestinal  involvement ; (4)  undescended  testicle  in 
an  individual  of  doubtful  sex  is  very  difficult  to  distinguish  ; 
(5)  an  enlarged  lymphatic  gland  does  not  move  with  the 
uterus. 

(G)  Treatment:  (1)  palliative:  wearing  hollow  pad  to 
protect  from  pressure  and  injury ; (2)  radical : incision  of 
sac,  and  extirpation  of  gland,  for  it  is  not  generally  safe  to 
return  the  gland  to  the  abdominal  cavity. 

III.  Hernia  of  the  Fallopian  Tube:  salpingocele 
(hernia  of  the  tube)  is  very  rare  alone,  although  it  may 
occur  in  association  with  oophorocele  and  ordinary  hernia ; it 
has  symptoms  and  requires  treatment  resembling  ovarian 
hernia. 

IV.  Inversion  of  the  Uterus. 

(A)  Definition:  a turning  of  the  uterus  inside  out,  so 
that  the  fundus  is  invaginated  into  or  through  the  cavity  of 
the  organ,  and  so  the  mucous  surface  is  everted  into  the 
vagina. 

(B)  Etiology  : (1)  the  rarest  of  the  uterine  displacements  ; 
(2)'  may  be  due  {a)  to  relaxation  or  imperfect  contraction  of  the 
uterus  in  the  third  stage  of  labour,  with  or  without  traction 
on  the  cord,  or  (h)  to  the  presence  of  a uterine  tumour,  such 
as  a sarcoma  or  a pedunculated  fibroid,  especially  if  arising 
from  the  fundus  uteri. 

(C)  Pathology  and  Pathogenesis  : (1)  a polypoidal 
mass  is  found  in  the  vagina  consisting  of  {a)  the  inverted 
uterus  (mucous,  muscular,  and  peritoneal  coats),  or  of  (h)  a 
fibroid  tumour  along  with  the  uterine  mucosa  (if  the  tumour 
be  submucous)  or  with  the  muscular  coat  as  well  (if  it  be 
intramural),  or  of  (c)  a sarcoma  and  the  inverted  uterus ; 
(2)  the  polypoidal  mass  (inverted  uterus  with  or  without  a 
tumour)  may  protrude  fully  outside  vulva,  indicating  presence 
of  inversion  of  the  vagina  as  a complication ; (3)  the  exposed 
uterine  mucosa  at  first  bleeds  easily,  but  as  time  elapses  it 
becomes  ulcerated,  gangrenous,  thickened,  or  skin-like ; (4) 
various  degrees  of  inversion  may  be  found,  from  the  protrusion 
of  a projection  of  mucous  membrane  through  the  cervical 
orifice  to  the  complete  turning  of  the  whole  organ  inside  out ; 
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(5)  the  Fallopian  tubes  and  ovaries  lie  in  the  peritoneum-lined 
cup  of  the  inversion  (except  in  cases  of  old  standing),  along 
with  some  coils  of  small  intestine  (occasionally),  and  the 
uterine  openings  of  the  tubes  may  be  seen  (if  looked  for)  on 
the  inverted  fundus ; (6)  adhesions  may  form,  preventing  the 
replacement  of  the  organ;  (7)  the  bladder  is  not  displaced 
save  when  inversion  of  the  vagina  occurs  as  a complication ; 
(8)  the  production  of  the  inversion  depends  on  the  presence 
of  an  atonic  area  (placental  site  or  area  of  attachment  of  a 
tumour)  near  the  fundus ; the  rest  of  the  uterus,  being  active 
and  contracting,  grasps  the  atonic  portion  (treating  it  like  a 
foreign  body)  and  endeavours  to  expel  it,  so  causing  the  dis- 
placement ; it  may  also  be  caused  mechanically  by  traction 
on  the  cord  or  forcible  expression  of  placenta. 

(D)  Varieties  ; (1)  incom'plete  (inversion  as  far  as  internal 
os)  and  complete  (inversion  of  both  body  and  cervix,  with  or 
without  inversion  of  the  vagina) ; (2)  acute  (as  in  third  stage 
of  labour)  or  chronic  (as  result  of  prolonged  traction  of  a 
fibroid  or  sarcomatous  uterine  tumour,  or  simply  the  later 
stage  of  the  obstetric  inversion) ; (3)  olstetrical  (arising  in 
labour,  from  traction  on  cord,  forced  Crede  expression,  or 
precipitata  labour)  or  gynecological  (arising  from  presence  of 
an  intra-uterine  tumour). 

(E)  Symptoms  and  Physical  Signs  : (1)  the  symptoms  (a) 
in  the  obstetric  form  consist  in  profuse  haemorrhage,  pain, 
the  feeling  of  something  having  given  way,  retention  of 
urine,  and  the  symptoms  of  shock,  while  (&)  in  the  gyne- 
cological form,  they  are  menorrhagia  (and  metrorrhagia), 
bearing-down  pain,  leucorrhoea,  headache,  anaemia,  difficulty 
in  locomotion,  rectal  and  vesical  trouble : (2)  the  physical 
signs  are  the  presence  of  a pyriform,  polypoidal  mass  in  the 
vagina ; soft,  velvety,  tender,  and  bleeding  when  handled 
(except  in  the  chronic  form),  and  showing  the  small  apertures 
of  the  Fallopian  tubes ; the  mass  can  be  felt  protruding 
through  the  ring  of  the  cervix ; there  is  absence  of  the 
uterine  body  from  its  normal  position  on  bimanual  (recto- 
abdominal)  examination ; the  placenta  or  a tumour  (fibroid, 
sarcoma)  may  be  attached  to  the  inverted  fundus,  masking 
the  nature  of  the  displacement. 
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(F)  Diagnosis  : depends  chiefly  upon  the  detection  of 
the  absence  of  the  body  of  the  uterus  from  its  normal 
position  in  the  abdomen  by  the  bimanual  (recto-abdominal) 
examination  (in  incomplete  cases  a cup-shaped  depression  in 
the  fundus  may  be  felt,  the  uterine  body  being  still  palpable) ; 
the  presence  of  a soft,  pyriform,  tender,  bleeding  mass  in  the 
vagina  which  can  be  traced  up  to  the  ring  of  the  cervix, 
through  which  it  comes ; and  the  impossibility  of  passing 
the  uterine  sound  through  the  cervix  to  the  usual  distance  ; 
in  difficult  cases,  if  the  index  finger  be  placed  in  the  rectum 
and  a sound  in  the  bladder,  the  inversion  can  usually  be 
made  out. 

(G)  Differential  Diagnosis  : (1)  from  prolapsus  uteri, 
by  the  presence  of  the  os  uteri  on  the  protruding  mass,  by 
the  frequent  obliteration  of  the  vaginal  fornices,  by  the 
passing  of  the  sound  into  the  uterus  to  its  normal  (or  to  an 
increased)  length,  and  by  a careful  bimanual  examination ; 
(2)  from  a uterine  polypus  (especially  a sloughing  fibroid), 
by  the  possibility  of  passing  a sound  into  the  uterus  past 
the  polypus,  by  the  absence  of  the  openings  of  the  Fallopian 
tubes  (on  the  protruding  mass),  and  by  careful  bimanual 
palpation ; (3)  the  most  difficult  cases  are  those  in  which  an 
intra-uterine  polypus  is  associated  with  incomplete  inversion, 
when  recto-abdominal  palpation  under  chloroform  is  necessary 
to  arrive  at  a correct  result. 

(H)  Prognosis  : generally  unfavourable,  hemorrhage, 

peritonitis,  septic  infection,  and  exhaustion  being  common 
causes  of  death ; but  if  attempts  at  reduction  are  made  early 
and  in  the  proper  way,  the  chances  of  recovery  are  much 
improved  ; spontaneous  re-inversion  may  occur,  but  is  of  great 
rarity ; a certain  tolerance  of  the  displacement  occasionally 
is  met  with  in  chronic  cases. 

(I)  Treatment  : (1)  for  the  management  of  inversion  of 
the  uterus  arising  in  the  third  stage  of  labour  or  in  the 
puerperium  (obstetrical  or  acute  inversion),  mde,  Essentials 
OF  Obstetrics,  p,  174;  (2)  chronic  inversion  of  the  uterus 
is  a much  more  difficult  condition  to  treat,  and  calls  for 
various  procedures,  among  which  may  be  named  — (a) 
preparatory  treatment  by  vaginal  douching,  elastic  com- 
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pression  of  the  inverted  uterus,  and  dilatation  of  the  vagina 
by  hydrostatic  bags;  (&)  if  a tumour,  such  as  a fibroid,  be 
attached  to  the  inverted  organ,  it  must  be  enucleated  before 
attempts  at  reposition  are  made ; (c)  reposition  (or  re- 
inversion)  by  taxis  under  an  antesthetic,  the  right  hand  of 
the  operator  pushing  up  the  inverted  fundus  uteri  through 
the  vagina  while  his  left  hand  presses  deeply  through  the 
anterior  abdominal  wall  and  tries  to  open  up  the  cervical 
ring  from  the  abdominal  aspect  {Note,. — Caution  must  be 
employed,  and  taxis  must  not  be  long  persisted  in) ; {d) 
reposition  may  be  effected  by  carefully  applied  mechanical 
pressure,  e.g.  by  distending  the  vagina  with  an  elastic  bag 
(colpeurynter),  by  White’s  spiral  spring  and  cup,  by  the 
continuous  pressure  of  Aveling’s  sigmoid  repositor  (hollow 
cup,  curved  stem,  and  elastic  bands  attached  to  belt  round 
patient’s  waist),  but  is  always  difficult  to  exert  solely  in  the 
right  direction  and  not  free  from  inconvenience  and  risk 
(incarceration  of  the  cup  in  the  uterus) ; (e)  reposition  by 
operative  means  may  be  necessary,  e.g.  an  incision  may  be 
made  into  the  peritoneal  cavity  through  the  posterior  or 
anterior  fornix  (posterior  or  anterior  colpotomy),  and  the  ring 
stretched  from  the  peritoneal  aspect,  or  the  inverted  uterus 
itself  may  be  incised  (hysterotomy),  a dilator  passed  in,  the 
ring  stretched,  the  incision  closed,  and  the  organ  then 
replaced;  (/)  the  abdomen  may  be  opened,  the  uterus 
incised  from  that  aspect,  reinverted,  and  the  incision 
closed ; {g)  or,  if  reposition  be  impossible,  or  if  a sarcoma 
be  present  in  the  uterus  as  the  cause  of  the  inversion, 
vaginal  hysterectomy  will  be  necessary. 

V.  Prolapsus  Uteri. 

(A)  Definition:  downward  displacement  of  the  uterus, 
or  (more  correctly)  of  the  entire  displaceable  part  of  the 
pelvic  floor  (the  bladder,  anterior  vaginal  wall,  etc.,  with  the 
uterus  and  its  appendages  resting  on  it)  past  the  entire  fixed 
part  (rectum  and  tissue  surrounding  it). 

(B)  Synonyms  : sacro-pubic  hernia ; procidentia  uteri ; 
descensus  uteri ; hysteroptosis. 

(C)  Etiology  : (1)  age : generally  occurs  in  elderly 
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married  women  who  have  had  several  confinements,  but 
some  instances  have  been  reported  in  unmarried,  nulliparous 
women  (due  to  strains),  and  a few  cases  in  female  infants  as 
a congenital  anomaly  (in  association,  as  a rule,  with  lumbo- 
sacral spina  bifida) ; (2)  causes : may  be  (a)  passive,  such  as 

(i)  laceration  and  defective  healing  of  the  perineum  with 
separation  of  the  deep-seated  parts  (levatores  ani,  etc.), 

(ii)  relaxation  of  the  vaginal  walls  (subinvolution  of  the 
vagina),  (iii)  relaxation  of  the  uterine  supporting  ligaments 
(broad,  round,  utero-sacral,  and  utero-vesical),  (iv)  absence 
of  fat  in  the  surrounding  cellular  tissue  of  the  pelvis,  and 
(v)  flattening  of  the  sacrum,  with  loss  of  the  pelvic  inclina- 
tion ; or  (b)  active,  such  as  (i)  increased  weight  of  the  uterus 
(subinvolution,  presence  of  fibroid  tumours  in  it,  etc.), 
(ii)  distension  of  neighbouring  organs,  such  as  habitual 
constipation  or  over-filling  of  the  bladder,  and  (iii)  increased 
intra-abdominal  pressure  (straining  at  stool,  chronic  cough 
and  bronchial  asthma,  tight  corsets,  tumours  of  the  abdominal 
viscera,  ascites,  enteroptosis,  etc.). 

(D)  Varieties  : (1)  partial  and  complete  (or  total),  in 
the  latter  of  which  the  whole  uterus  (and  other  parts)  is 
outside  the  vulva : (2)  first  degree,  in  which  the  uterus 
still  lies  above  the  vulva  and  generally  retains  its  normal 
inclination ; second  degree,  in  which  the  cervix  protrudes 
from  the  vulva,  the  whole  organ  being  retroverted ; and 
third  degree,  in  which  the  whole  uterus,  surrounded  by  the 
inverted  vaginal  walls  and  accompanied  by  the  bladder 
(cystocele)  lies  outside  the  vulvar  orifice : (3)  prolapsus  and 
procidentia,  the  latter  name  being  given  to  the  complete 
variety  or  to  the  second  and  third  degrees. 

(E)  Pathology:  (1)  if,  in  a well-marked  case  of 
prolapsus,  a section  be  made  of  the  protruding  mass,  it 
will  be  found  to  consist  (from  before  backwards)  of  bladder, 
anterior  vaginal  wall,  uterine  body  and  cervix,  and  (rarely) 
of  posterior  vaginal  and  anterior  rectal  wall ; (2)  the  uterus 
is  generally  enlarged,  and  the  cervix  is  thickened  and  may 
show  lacerations  at  the  os  as  well  as  hypertrophy  of  the 
intermediate  or  of  the  supra- vaginal  portion  {vide  Anatomy 
of  the  .Uterus,  p.  13);  (3)  the  mucous  membrane  on  the 
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protruded  parts  is  thickened,  skin-like,  and  ulcerated ; (4) 
chronic  inflammatory  changes  in  the  uterus,  ovaries,  and 
tubes  are  common ; and  (5)  cystitis  and  the  formation  of 
calculi  in  the  bladder  are  met  with. 

(F)  Pathogenesis  : in  the  presence  of  one  or  several  of 
the  known  causes  (g-.v.  antea)  the  anterior  segment  of  the 
pelvic  floor  is  driven  past  the  posterior ; in  the  following 
order  the  parts  appear  at  the  vulva : — the  lower  part  of  the 
anterior  vaginal  wall,  the  upper,  the  cervix  uteri,  the  upper 
part  of  the  posterior  vaginal  wall,  and  then  the  lower. 

(G)  Symptoms  and  Physical  Signs  : (1)  the  symptoms 
consist  of  {a)  sacralgia,  (&)  down-bearing  pain  or  efforts, 
(c)  the  consciousness  of  “ something  coming  down  in  front,” 
(<i)  difficulty  in  micturition  (dysuria),  defecation,  and  loco- 
motion, and  (e)  menorrhagia  and  leucorrhoea : (2)  the  physical 
signs  (a)  in  partial  prolapsus  consist  in  the  presence  of  the  os 
uteri  at  a lower  level  in  the  vagina  than  is  usual,  the  retro- 
verted  position  of  the  uterus  (as  determined  by  sound  and 
bimanual),  the  deepening  of  the  posterior  fornix,  and  the 
protrusion  from  the  vulva  of  part  of  the  anterior  vaginal 
wall ; (b)  in  the  complete  form,  inspection  reveals  a mass 
hanging  from  the  vulva,  pink  or  purple  in  colour,  with  the 
opening  of  the  os  uteri  on  its  extremity,  and  palpation  and 
the  use  of  the  sound  and  the  catheter  make  it  plain  that 
this  is  the  displaced  uterus  with  the  bladder  and  vaginal 
walls. 

(H)  Diagnosis  : depends  on  the  careful  recognition  of 
the  physical  signs,  and  especially  on  the  fact  that  the 
prolapsus  can  be  reduced  with  the  patient  in  the  dorsal 
posture  and  comes  down  again  when  the  upright  position  is 
resumed  or  when  straining  efforts  are  made ; in  minor 
degrees  of  prolapsus,  examination  with  the  patient  standing  is 
useful. 

(I)  Differential  Diagnosis  : (1)  from  inversion  of  the 
uterus  {q.v.  antea) ; (2)  from  uterine  polypus  or  pedunculated 
fibroid  {q.v.  antea,  p.  153);  (3)  from  cystocele,  by  the  facts 
that  the  os  uteri  and  the  uterine  body  are  at  their  normal 
levels  and  that  the  protruded  part  consists  of  the  bladder  and 
anterior  vaginal  wall  alone ; (4)  from  rectocele  (or  proctocele) 
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by  absence  of  the  uterus,  and  by  rectal  examination  (palpation 
disclosing  the  forward  pouching  of  the  rectum) ; (5)  from 
cervical  hypertrophy  (tt)  by  the  presence  of  the  fundus  uteri 
at  its  normal  level  in  the  pelvis  (bimanual  examination), 
(b)  by  the  use  of  the  sound  (increased  length  of  uterine  canal), 
and  (c)  by  the  fact  that  the  vaginal  canal  retains  its  usual 
length  and  that  the  fornices  have  their  normal  depth  (save  in 
hypertrophy  of  the  intermediate  and  supravaginal  portions  of 
the  cervix  in  which  the  anterior  or  both  anterior  and  posterior 
fornices  are  obliterated). 

(J)  Prognosis:  (1)  good,  so  far  as  life  is  concerned;  (2) 
spontaneous  cure  is  very  rare ; but  pregnancy,  followed  by  a 
properly  treated  puerperium,  may  have  a beneficial  effect ; 
and  the  senile  atrophy  of  parts  occurring  at  the  menopause 
occasionally  diminishes  the  prolapse  or  mitigates  the  patient’s 
sufferings. 

(K)  Treatment: 

(1)  Prophylaxis : consists  essentially  in  the  avoidance  of 
the  causes  of  prolapsus,  e.g.  care  of  the  patient  in  the 
puerperium,  immediate  repair  of  torn  perineum,  etc. 

' (2)  Reduction  : the  return  of  the  prolapsed  or  herniated 
structures  may  usually  be  accomplished  by  manual  pressure  with 
the  patient  in  the  recumbent  (dorsal  or  semi-prone)  posture ; the 
parts  are  to  be  returned  in  the  inverse  order  to  that  in  which 
they  escaped,  posterior  vaginal  wall  first,  then  posterior  lip  of 
cervix,  and  so  on  ; in  cases  of  old  standing,  the  parts  may 
have  to  be  bathed  and  the  patient  kept  at  rest  for  aome  days 
before  reduction  can  be  effected.  {Note. — In  rare  cases,  * 
where  adhesions  have  occurred,  reduction  may  be  impossible.) 

(3)  Retention  by  Palliative  Measures  : in  recently  produced 
prolapsus  {e.g.  in  the  puerperium)  rest  in  bed,  vaginal  douching 
with  astringent  lotions  (alum,  sulphate  of  copper),  regulation 
of  the  bowels,  and  (perhaps)  pelvic  massage  may  be  suc- 
cessful. 

(4)  Retention  by  Pessaries : {a)  temporary  supports  of 
cotton  wool  (soaked  in  glycerine,  ichthyol,  or  tannin)  or  of 
marine  lint  may  be  used,  but  require  to  be  frequently 
renewed  (two  or  three  days) ; (b)  in  partial  prolapsus,  the 
Hodge  or  Albert  Smith  pessary  (with  or  without  transverse 


i66 


ESSENTIALS  OF  GYNECOLOGY 


bars^)  or  the  indiarubber  ring  with  watch-spring  (with  or 
without  a diaphragm^)  will  succeed;  (c)  ball  pessaiies 
(whether  of  wood,  vulcanite,  ivory,  or  indiarubber)  are 
constructed  on  a wrong  principle  and  only  give  temporary 
relief ; (<^)  Zwanck’s  pessary  (two  expanding  leaves  or  wings 
which  can  be  screwed  apart)  is  not  free  from  risk,  especially 
if  carelessly  used ; (e)  for  marked  degrees  of  prolapsus 
neither  the  Albert  Smith  nor  the  ring  pessary  will  suffice 
(especially  if  the  perineum  be  defective),  and  then,  if  the 
patient  will  not  submit  to  operative  treatment,  the  support 
must  be  of  the  nature  of  a stem  and  cup  pessary  supported 
by  a perineal  band  which  is  attached  to  an  abdominal  belt. 
{Note. — Operative  measures  should  be  very  strongly  recom- 
mended in  place  of  this  troublesome  apparatus.) 

(5)  Operation : various  modes  of  operative  interference 
may  be  employed  alone  or  in  combination  ; they  may  all  usefully 
be  preceded  by  curettage  and  by  rest  and  douching,  and  they 
all  are  supposed  to  act  either  by  restoring  or  strengthening 
the  structures  which  support  or  sling  up  the  uterus  {a,  b,  e,  /, 
h,  i,  y,  and  k),  or  by  diminishing  the  weight  of  the  uterus  (c 
and  d),  or  by  doing  both  at  once  (g). 

(a)  Perineorrhaphy,  or  perineal  repair ; a plastic  pro- 
cedure to  restore  the  structural  integrity  of  the  supporting 
perineal  body  ; preferably  performed  by  Lawson  Tait’s  method 
(a  U-shaped  flap  of  the  mucous  membrane  of  the  posterior 
vaginal  wall  being  raised,  and  the  subjacent  parts  brought 
together  with  sutures). 

(b)  Golporrhaphy,  or  narrowing  of  the  vaginal  canal;  may 
be  (i)  anterior,  when  flaps  of  mucous  membrane  are  raised  on 
the  anterior  vaginal  wall  and  the  raw  surfaces  brought 
together  by  sutures,  or  (ii)  posterior,  when  the  same  pro- 
cedure is  followed  on  the  posterior  vaginal  wall,  or  (hi) 
lateral,  when  two  lateral  strips  are  removed  and  the  anterior 
and  posterior  vaginal  walls  approximated ; may  be  associated 
with  each  other,  as  well  as  with  perineorrhaphy  (colpo- 
perineorrhaphy)  and  with  various  operations  for  the  relief  of 
the  accompanying  cystocele  {e.g.  Theilhaber’s,  E.  C.  Buist’s). 

^ and  The  transverse  bars  and  the  diaphragm  are  intended  to  prevent 
prolapse  of  the  anterior  vaginal  wall  and  cystocele. 
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(c)  Anyputation  of  the  cervix  is  specially  required  when 
there  is  much  cervical  hypertrophy,  and  is  often  performed 
as  a preliminary  operation  before  perineorrhaphy  or  colpo- 
perineorrhaphy ; it  is  preferably  carried  out  by  the  method 
of  the  removal  of  a wedge-shaped  portion  from  each  lip  of 
the  cervix. 

{d)  Trachelorrhaphy,  or  repair  of  the  lacerated  cervix, 
may  be  required,  where  the  cervical  hypertrophy  is  little 
marked  and  the  laceration  well  marked. 

{e)  Episiorrhaphy , or  closure  of  the  vaginal  orifice,  is 
required  only  in  major  degrees  of  prolapse  of  old  standing ; 
denuded  surfaces  on  the  inner  aspects  of  the  labia  are  united 
together  by  sutures  so  that  the  vulvar  cleft  is  closed,  with 
the  exception  of  a small  opening  anteriorly  for  the  escape  of 
mucus  and  menstrual  blood. 

(/)  Colpectomy,  or  excision  of  the  vagina,  has  been  pro- 
posed, but  is  suitable  only  for  inveterate  prolapse  in  elderly 
women  (beyond  the  menopause  and  the  “.cohabitable  age  ”)  ; 
the  whole  vagina  is  removed  and  its  bed  is  columnised,  the 
uterus  being  left  behind  intact  (Muller’s  operation).  ■ 

• (y)  Hysterectomy  and  hystero-colpectomy,  or  extirpation  of 
the  uterus  without  or  with  the  vagina,  by  various  methods, 
are  generally  regarded  (as  is  also  colpectomy)  as  more  serious 
operations  than  the  original  morbid  state  justifies. 

{h)  Shortening  the  round  ligaments,  either  (i)  in  the  form 
of  the  Alexander-Adams’  operation,  in  which  the  shortening 
is  carried  out  extra-peritoneally  by  exposing  the  ligaments 
at  the  external  inguinal  ring,  drawing  them  out  for  about 
four  inches,  and  fixing  them  to  the  surrounding  parts,  or  (ii)  in 
that  of  intra-peritoneal  shortening,  either  (a)  by  (or  during) 
abdominal  section  when  a kink  or  fold  is  put  on  each  ligament, 
or  (^)  through  the  anterior  vaginal  roof,  usually  in  association 
with  vaginal  fixation. 

{i)  Abdominal  hysteropexy  or  ventrofixation,  in  which  the 
abdomen  is  opened  and  the  uterus  drawn  up  and  fixed  by 
sutures  into  the  wound,  either  simply  by  approximation  of 
the  peritoneal  surfaces  or  by  burying  a part  of  the  uterus 
between  the  layers  of  the  anterior  abdominal  wall 
(exohysteropexy) ; may  have  troublesome  effects  upon  sub- 


i68 


ESSENTIALS  OF  GYNECOLOGY 


sequent  pregnancies,  and  is  nob  in  itself  an  operation  free 
from  risk. 

0)  Vaginal  hysteropexy  or  fixation,  in  which  an  incision 
is  made  in  the  anterior  forni^f  and  the  uterus  is  sutured  (i) 
to  the  anterior  vaginal  wall  or  (ii),  sometimes,  to  the  bladder 
(vesico-fixation) ; has  no  advantages  as  compared  with  ventral 
fixation,  while  it  has  all  the  disadvantages  and  subsequent 
inconveniences.  (The  operations  of  Freund  and  Wertheim, 
in  which  the  peritoneal  cavity  is  opened  into  by  the  vaginal 
route  and  the  uterus  pulled  down  into  the  canal  (either 
through  the  posterior  or  the  anterior  fornix)  and  sutured 
there,  have  not  been  widely  adopted). 

{k)  Paraffin  injections,  in  which  the  attempt  has  been 
made  to  constitute  an  artificial  pelvic  floor  (of  paraffin)  by 
injecting  fluid  paraffin  under  the  mucous  membrane  of  the 
vaginal  fornices  and  allowing  it  to  harden  in  situ,  have  still 
to  be  further  tested ; they  are  not  free  from  risk  (e.g.  pul- 
monary embolism). 

{Note. — The  favourite  operative  measures  are  perineal 
repair  combined  with  various  forms  of  colporrhaphy ; the 
more  severe  operations,  such  as  the  fixations,  give  scarcely 
sufficiently  improved  results  to  justify  their  wide  adoption, 
and  it  is  admitted  that  even  they  are  best  combined  with 
colporrhaphy  and  other  plastic  procedures.) 

VI.  Retro-displacements  of  the  Uterus. 

(A)  Definition  : deviation  backwards  in  the  direction, 
or  in  the  position  of  the  uterus,  or  in  both. 

(B)  Vaeieties  : (1)  the  fundus  uteri,  instead  of  being 
directed  forwards  (as  is  normal),  may  be  turned  backwards 
towards  the  hollow  of  the  sacrum,  the  whole  organ  being 
so  displaced,  and  the  cavity  of  the  body  and  that  of  the 
cervix  forming  a continuous  line — retroversion ; (2)  the  body 
of  the  uterus  may  alone  be  directed  backward,  the  cervix 
retaining  its  normal  direction — retroflexion-,  or  (3)  the  whole 
uterus  may  retain  its  normal  direction  in  the  pelvis  (ante- 
version  with  slight  anteflexion),  but  be  situated  farther  back 
than  normal — retroposition  or  retroponation. 

(C)  Etiology:  (1)  congenital,  to  foetal  peritonitis  or 
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to  malformation  of  the  uterus ; (2)  acquired,  as  when  (a)  the 
uterus  is  increased  in  weight  and  has  lost  its  firmness  {e.g.  in 
the  puerperium,  especially  if  the  dorsal  posture  be  continuously 
maintained  and  the  bandaging  be  tight,  or  in  pregnancy,  or 
from  a fibroid  in  the  posterior  wall,  or  when  there  is  chronic 
metritis,  septic  or  gonorrhoeal  in  nature) ; or  when  (&) 
the  supporting  structures  of  the  uterus  are  weakened  {e.g. 
in  rupture  of  the  perineum  and  puerperal  or  post-abortum 
relaxation  of  the  broad,  round,  and  utero-sacral  ligaments,  or 
after  removal  of  the  ovaries  by  operation) ; or  when  (c)  the 
uterus  is  tied  back  in  the  pelvis  by  peritonitic  adhesions 
(fixed  retro-displacement) ; or  when  {d)  there  is  cicatricial 
contraction  of  the  anterior  vaginal  wall ; or  when  (e)  straining 
at  stool,  habitual  over-distension  of  the  bladder,  or  sudden 
jolts  or  falls  on  the  heels  occur.  {Note. — Retroversion  is 

common  as  the  first  stage  of  prolapsus,  and  a flexion  may 
develop  in  a uterus  already  retroverted.) 

(D)  Pathology  : (1)  the  uterus  may  be  nulliparous 
(more  especially  in  retroversions)  or  parous  (almost  constantly 
in  retroflexions) ; it  often  shows  signs  of  chronic  metritis  and 
endometritis  with  enlargement ; it  may  be  free  or  fixed  by 
adhesions  (especially  in  the  pouch  of  Douglas) ; and  it  may 
show  thinning  of  the  posterior  or  of  the  anterior  wall 
(especially  at  the  angle  of  flexion);  (2)  the  cervix  which 
may  be  directed  downwards,  or  downwards  and  forwards, 
generally  shows  signs  of  previous  labours  (lacerations, 
erosions,  and  hypertrophy),  and  its  canal  may  be  in  the  same 
line  with  that  of  the  body  (retroversion)  or -form  an  angle 
(varying  in  acuteness)  with  it. (retroflexion,  retroposition) ; (3) 
the  ovaries  also  may  be  congested  and  prolapsed,  so  may  the 
Fallopian  tubes ; (4)  the  pelvic  peritoneum  may  show  signs  of 
inflammation  (adhesions,  bands),  the  pouch  of  Douglas  may 
have  its  dimensions  increased,  and  the  ligaments  are  commonly 
relaxed;  (5)  the  utero-sacral  ligaments  are  stretched;  and  (6) 
the  ureters  and  rectum  may  be  compressed  between  the  dis- 
placed uterus  and  the  pelvis. 

(E)  Symptoms;  (1)  menstruation  is  generally  disturbed, 
menorrhctgia  being  a common  and  dysmenorrhoea  an  occasional 
symptom  ; (2)  leucorrhcea  is  frequently  noted ; (3)  sacralgia, 
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'backache,  or  simply  weakness  in  the  back  is  practically 
•constant ; (4)  difficulty  in  dcfccccdion  occurs  with  or  without 
actual  tenesmus,  micturition  is  less  often  interfered  with 
'(except  when  the  uterus  is  pregnant),  and  pains,  etc.,  from 
nerve-pressure  are  not  common  ; (5)  sterility  is  usual,  but  in 
•some  cases  there  is  recurrent  abortion,  and  dyspareunia  is 
sometimes  complained  of  (probably  to  be  attributed  to  com- 
plications, such  as  ovarian  prolapse);  (6)  marked  constitutional 
■disturbances  and  reflex  symptoms  are  comparatively  rare. 

(F)  Physical  Signs:  (1)  per  vaginarn,  the  cervix  is  felt 
lower  down  than  usual,  and  is  directed  downwards  and 
forwards  (retroversion)  or  downwards  (retroflexion),  and  a 
body  is  felt  through  the  posterior  fornix  which  seems  to  be 
continuous  with  the  cervix  and  which  may  lie  in  the  same 
line  with  it  (retroversion)  or  form  an  acute  angle  with  it 
(retroflexion) ; (2)  on  bimanual  examination  the  body  of  the 
uterus  is  not  felt  in  its  normal  position  to  the  front,  while  deep 
palpation  reveals  it  lying  posteriorly,  either  fixed  or  mobile, 
nnd  with  or  without  a prolapsed  ovary  beside  it  or  behind  it. 

(G)  Diagnosis  and  Differential  Diagnosis:  (1)  the 
•diagnosis  depends  little  on  the  symptoms  and  chiefly  on  the 
physical  signs  as  elicited  by  the  bimanual  examination  and 
■confirmed  by  the  rectal  touch  and  the  use  of  the  sound 
{which  ought  to  be  curved  to  suit  the  angle  of  flexion  as 
determined  by  the  bimanual  touch) ; (2)  the  distinction 
between  a flexion  and  a version  depends  on  the  detection  of 
the  angle  between  the  body  and  cervix  in  the  former 
displacement  (vaginal  and  bimanual  touch) ; (3)  mobility  of 
the  displaced  uterus  may  be  detected  by  the  bimanual  or 
{sometimes)  by  the  sound ; (4)  fieoes  in  the  rectum  indent 
when  pressed  upon,  and  disappear  after  an  enema ; cellulitic 
or  peritonitic  deposits  posterior  to  the  uterus  are  accompanied 
by  fever  or  a history  of  it,  and  the  body  of  the  uterus  is  to 
be  felt  elsewhere ; a small  ovarian  or  tubal  distension  or  pro- 
lapsed ovary  in  the  pouch  of  Douglas  does  not  move 
distinctly  with  the  cervix  {e.g.  when  the  latter  is  drawn 
down  with  a volsella),  and  can  be  felt  distinct  from  the 
uterus  on  careful  recto-abdominal  examination  ; a fibroid  on 
the  posterior  uterine  wall  can  only  be  distinguished  from 
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uterine  retro-displacement  by  a careful  bimanual  examination 
under  an  anaesthetic ; (5)  the  association  of  retro-displace- 
ment of  the  uterus  with  prolapse  of  the  ovaries,  fibroid 
tumours,  ovarian  cysts,  and  fseces  in  the  rectum  must  not  be 
forgotten. 

(H)  Prognosis  : (1)  favourable  as  regards  life ; (2)  per- 
manent cure,  with  or  without  operation,  will  depend  on 
circumstances,  being  more  probable  when  the  displacement  is 
recent,  is  unaccompanied  by  inflammation  and  adhesions,  and 
when  replacement  is  early  effected  ; (3)  future  fertility  of 
the  patient  cannot  be  assured. 

(I)  Treatment:  it  has  been  stated  that  since  the  dis- 
placement of  the  uterus  'pzr  se  does  not  cause  symptoms,  it 
does  not  call  for  treatment ; but,  on  the  other  hand,  the 
symptoms  often  disappear  after  replacement,  proving  that 
they  depended  either  upon  the  displacement  or  upon  morbid 
conditions  kept  up  by  it. 

(1)  Preparatory  measures : where  there  is  uterine  immo- 
bility, it  may  be  necessary  to  carry  out  preliminary  vaginal 
douching  and  the  use  of  tampons  for  several  weeks  or  months, 
along  with  other  measures  for  chronic  pelvic  inflammation 
(including  massage  and  curettage,  in  some  instances). 

(2)  Beplacement : (a)  by  the  bimanual  method,  the  patient 
being  in  the  dorsal  posture,  and  the  operator’s  internal 
fingers  pushing  the  uterus  up  till  his  external  hand  can 
grasp  it  through  the  anterior  abdominal  wall ; (6)  by  the 
genu-pectoral  or  semi-prone  posture  and  the  bimanual,  the 
posture  making  the  first  part  of  the  replacement  easier  ; (c) 
by  the  use  of  the  sound  (properly  curved)  in  the  hands  of  a 
competent  gynecologist,  and  with  the  use  of  no  force,  the 
handle  of  the  instrument  making  the  long  rotation,  so  as  to 
avoid  much  movement  of  the  tip  inside  the  uterus ; or  (d)  by 
a special  elevator  or  repositor  (uncommon).  {Note. — In  all 
such  manipulations  the  bladder  and  rectum  must  be  empty 
and  the  uterus  be  movable.) 

(3)  Retention  hy  Pessaries  : (a)  the  Hodge  pessary  or  one 
of  its  modifications  (Albert  Smith,  Thomas),  in  vulcanite 
(gutta-percha,  celluloid,  or  metal),  carefully  chosen  and  intro- 
duced (after  replacement  of  the  uterus)  according  to  the  rules 
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given  under  Minor  Gynecological  Procedures  (^.u)  ; (h)  the 
vulcanite  ring  or  Schultze’s  figure-of-8  pessary  may  be  used ; 
(c)  iutra-uteriue  stem  pessaries  (e.^.  Meadows’)  are  sometimes 
employed,  especially  for  retroflection,  but  they  must  be  used 
with  care. 

(4)  Retention  by  operation  : (a)  shortening  the  round  liga- 
ments may  be  performed  either  (i)  at  the  external  abdominal 
ring,  the  uterus  being  replaced  by  a sound  during  the  opera- 
tion, and  the  ligaments  drawn  out  to  a distance  of  two  inches 
or  more,  and  made  fast  to  the  pillars  of  the  rings  (Alexander- 
Adams’  operation),  or  (ii)  through  the  anterior  vaginal  fornix 
(Wertheirn’s  operation),  or  (iii)  within  the  abdomen,  the 
round  ligaments  being  folded  on  themselves  and  fixed  to  the 
uterus  near  their  origin  from  it ; (&)  vaginal  fixation  (vaginal 
hysteropexy,  colpo-hysteropexy)  is  carried  out  by  opening 
into  the  utero-vesical  pouch  through  the  anterior  vaginal 
fornix,  and  passing  sutures  through  the  anterior  wall  of  the 
uterus  and  fixing  them  in  the  vaginal  incision,  or  by  stitching 
the  anterior  surface  of  the  uterus  to  the  peritoneum  covering 
the  bladder  (vesico-fixation)  ; other  plans,  such  as  passing 
ligatures  through  the  uterine  cavity  and  bringing  them  into 
the  anterior  fornix  with  the  help  of  a curved  needle 
(Schiicking),  amputating  the  posterior  lip  of  the  cervix,  and 
stitching  the  stump  to  the  posterior  vaginal  wall,  etc.,  are 
seldom  employed  at  the  present  time ; (c)  ventro-fixation 
(abdominal  hysteropexy)  is  performed  in  various  ways,  but 
the  abdomen  is  always  opened  to  begin  with,  and  then  either 
the  uterus  itself  is  fastened  to  the  anterior  abdominal  wall 
by  sutures,  or  the  round  and  broad  ligaments  are  so  fixed,  or 
the  stumps  of  the  broad  ligaments  (which  have  been  excised) 
are  thus  tied  forwards  {Note. — There  is  a certain  degree  of 
risk  in  pregnancies  and  labours  following  upon  these  suspen- 
sion operations,  abdominal  and  vaginal) ; {d)  shortening  the 
utero-sacral  ligaments,  either  by  the  vaginal  route  (when  the 
operation  is  extraperitoneal),  or  by  the  abdominal  route,  alone 
or  along  with  shortening  of  the  round  ligaments,  is  not  often 
performed.  {Note. — All  these  operations  ought  to  be  followed 
by  the  wearing  of  a pessary  for  a few  months). 
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VII.  Ante-bisplagements  of  the  Uterus. 

(A)  Definition  : since  anteversion  with  a slight  degree 
of  anteflexion  is  the  normal  position  of  the  uterus,  anteflexion 
existing  alone  constitutes  an  ante-displacement,  and  ante- 
version  existing  alone  {i.e.  straightening  of  the  uterine  axis) 
is  also  to  some  extent  an  abnormal  state. 

(B)  Varieties:  (1)  anteversion,  in  which  the  body  and 

cervix  of  the  uterus  are  in  the  same  line,  and  the  organ  in 
a state  of  chronic  metritis ; (2)  anteflexion,  in  which  the 
normal  forward  curvature  of  the  uterus  is  increased,  the  body 
and  cervix  forming  a sharper  angle  with  one  another  than 
usual.  {Note. — Since  anteversion  only  causes  symptoms  by 

reason  of  the  chronic  metritis  and  loss  of  mobility  which 
accompany  it,  its  treatment  is  that  of  these  morbid  states  ; no 
special  pessary  {e.g.  the  cradle  pessary)  is  of  much  use,  but  a 
ring,  by  raising  the  organ,  may  relieve  some  of  the  pressure- 
symptoms)  ; (3)  anteposition,  in  which  the  uterus  is  simply 
displaced  forwards  {e.g.  from  effusion  in  the  pouch  of 
Douglas). 

(C)  Etiology  : (I)  unknown  congenital  causes,  the  dis- 
placement being  then  essentially  a structural  antenatal 
anomaly  of  the  uterus;  (2)  acquired  causes,  such  as  shorten- 
ing of  the  utero-sacral  ligaments  from  utero-sacral  cellulitis, 
enlargement  of  the  body  of  the  uterus  or  the  presence  of  a 
fibroid  in  the  anterior  wall,  and  the  previous  performance  of 
a vaginal  or  ventral  fixation  or  hysteropexy. 

(D)  Pathology  : the  body  and  cervix  uteri  are  bent  at  a 
more  or  less  acute  angle ; the  whole  uterus  may  be  infantile, 
or  (more  commonly)  the  cervix  is  conical  and  the  os  stenosed 
(“pinhole”  os);  the  utero-sacral  ligaments  are  contracted, 
causing  backward  displacement  of  the  isthmus  of  the  uterus, 
or  the  whole  uterus  may  be  retroposed  as  well  as  anteflexed ; 
there  is  thinning  of  the  uterine  wall  at  the  angle  of  flexion  ; 
structural  changes  (cellulitic  and  peritonitic)  may  exist  in  the 
neighbouring  organs  and  tissues. 

(E)  Symptoms:  (1)  dysmenorrhoea  (preceding  the  flow)  is 
common,  and  is  probably  due  to  the  obstruction  to  the  escape  of 
the  menstrual  fluid  at  the  sharp  angle  of  the  uterine  flexion  (but 
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it  is  possible  that  the  pain  may  be  caused  by  the  uterine 
congestion) ; (2)  oligomenorrhoea  or  menorrhagia  may  also  be 
present;  (3)  leucorrhoea  is  not  uncommon;  (4)  sterility  is 
almost  constant ; (5)  pain  or  frequency  of  micturition  may 
occur;  (6)  dyspareunia  is  occasionally  referred  to;  and  (7) 
reflex  nervous  phenomena  {e.g.  vaginismus)  may  be  traced 
sometimes  to  the  uterine  displacement. 

(F)  Physical  Signs  : (1)  on  vaginal  examination  the 
cervix  (often  small  in  size)  is  found  directed  downwards  and 
forwards,  a body  is  felt  through  the  anterior  fornix  moving 
with  the  cervix,  and  the  sharp  angle  between  it  and  the 
cervix  can  be  detected ; (2)  bimanual  examination  identifies 
the  body  as  the  uterus ; and  (3)  shortening  of  the  utero- 
sacral  ligaments  may  be  discovered  on  rectal  examination. 

(G)  Diagnosis  : (1)  founded  upon  the  results  of  the 
vaginal,  bimanual,  and  rectal  examinations,  aided  (in  part)  by 
the  use  of  the  sound ; (2)  it  is  to  be  borne  in  mind  that  the 
uterus,  although  anteflexed,  may  lie  far  back  in  the  pelvis, 
and  the  cervix  be  high  up ; (3)  from  an  anterior  cellulitis, 
the  anteflexed  uterus  may  be  distinguished  by  abdomino- 
rectal  palpation,  from  a fibroid  in  the  anterior  wall  of  the 
uterus  by  the  bimanual,  with  the  uterine  sound  in  situ,  and 
from  a tumour  in  the  bladder  by  examination  of  the  bladder 
(cystoscope,  etc.). 

(H)  Prognosis  : the  dysmenorrhoea  and  sterility  are  very 
resistant  to  treatment,  especially  in  the  congenital  form. 

(I)  Treatment  ; 

(1)  Palliation : vaginal  douching,  plugging,  and  pelvic 
massage  may  relieve  the  associated  inflammation  (cellulitic  or 
peritonitic) ; the  passage  of  the  sound  at  intervals,  especially 
before  the  menstrual  period,  may  do  good. 

(2)  Treatment  hy  Pessaries:  rarely  beneficial;  vaginal 
pessaries  {e.g.  the  ring  or  cradle)  do  good  solely  by  raising 
the  organ  and  diminishing  congestion,  and  do  not  affect  the 
flexion ; intra-uterine  stem  pessaries  (such  as  Greenhalgh’s  or 
Amann’s  or  Simpson’s),  introduced  either  to  straighten  the 
uterus  or  to  dilate  the  cervix  and  allow  the  menstrual  fluid 
to  escape,  are  not  free  from  risk. 

(3)  Operation : {a)  dilatation  of  the  cervical  canal,  with 
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curettage  or  the  introduction  of  a gauze  drain  ; (&)  division 
of  the  cervix  {e.g.  section  of  the  posterior  lip  by  Klichen- 
nieister’s  scissors  or  the  metrotome  of  J.  Y.  Simpson) ; (c) 
stretching  or  dividing  the  utero-sacral  ligaments,  access  being 
obtained  to  them  by  abdominal  section  ; {d)  cnneo-hysterectomy 
or  the  removal  of  an  elliptical  piece  of  tissue  out  of  the 
uterine  wall  (convex  side)  at  the  site  of  the  angle  of  flexion,, 
and  the  suturing  together  of  the  margins  of  the  wound  ; (e) 
vcntro-fixation  has  been  proposed  (somewhat  paradoxically),, 
with  the  purpose  of  raising  the  uterus  (Gatti) ; and  (/)  in 
otherwise  intractable  cases  removal  of  the  tubes  and  ovaries 
may  be  needed  {oophorectomy  or  salpingo-oopliorectomy). 

VIII.  Lateral  Displacements  of  the  Uterus:  the 
uterus  may  be  bent  or  flexed  or  moved  to  one  side  or  other 
of  the  pelvis  (dextro-  or  sinistro-,  -version,  -flexion,  or  -position), 
as  the  result  of  cellulitic  deposits  or  peritonitic  contractions 
in  the  broad  ligaments,  or  from  the  pressure  of  tumours 
situated  laterally,  and  the  treatment  to  be  adopted  is  that  of 
the  causal  conditions. 

' IX.  Torsion  of  the  Uterus:  there  is  normally  a 
small  amount  of  torsion  or  rotation  of  the  uterus  on  its 
axis  {vide  p.  12);  this  is  sometimes  increased  in  diseased 
conditions,  and  is  either  an  exaggeration  of  the  normal 
sinistro-torsion  or  a development  of  dextro-torsion ; it  may 
be  due  to  unilateral  contraction  or  relaxation  of  the  uterine 
ligaments  (utero-sacral,  broad),  or  to  the  presence  of  a fibroid 
tumour  {c.g.  near  the  fundus),  or  of  an  ovarian  or  parovarian 
cyst ; its  treatment  is  that  of  the  causal  state. 

X.  Prolapse  OF  the  Vagina:  upward  displacement 
of  the  vagina  occurs  in  association  with  ascent  of  the  uterus 
{e.g.  when  fibroids  are  present),  but  the  important  form  of 
vaginal  displacement  is  prolapse. 

(A)  Definition  : downward  displacement  of  the  vaginal 
walls,  occurring  in  association  with  prolapsus  uteri  or  (less 
commonly)  alone. 

(B)  Varieties  : when  the  anterior  wall  is  affected,  there 
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is  usually  coincident  prolapse  of  the  bladder  {cysiocek),  or  of 
pouch-like  dilatations  of  the  urethra  {iio'cthrocele),  while  pro- 
lapse of  the  posterior  wall  involves  that  of  the  rectum 
{rectocele). 

(C)  Etiology  : the  causes  are  those  of  prolapsus  uteri 
(sacro-pubic  hernia),  and  especially  a weakening  of  the  peri- 
vaginal tissues  and  supports. 

(D)  Symptoms  and  Physical  Signs:  (1)  in  cystoceU  (a) 
the  symptoms  are,  difficulty  in  emptying  the  bladder,  with 
evidence  of  cystitis,  and  (b)  the  chief  physical  sign  is  the 
presence  of  a rounded  swelling  at  the  vaginal  orifice,  which 
becomes  tense  when  the  patient  strains,  and  into  which  a 
curved  sound  inserted  through  the  urethra  is  found  to  pass ; 
(2)  in  rectocele,  {a)  the  patient  has  difficulty  in  completely 
emptying  the  rectum,  along  with  the  sensation  as  if  defsecation 
were  about  to  occur  per  vaginam ; and  (b)  a globular  swellin" 
protrudes  from  the  vagina  (during  straining)  which  the  rectal 
touch  discovers  to  be  the  prolapsed  posterior  vaginal  wall 
with  the  anterior  rectal  wall  inside  it. 

(E)  Treatment:  (1)  palliative:  (a)  the  patient  herself 
learns  that  she  can  make  micturition  and  defsecation  easier  if 
she  presses  the  swelling  which  appears  at  the  vaginal  orifice 
upwards ; (b)  the  wearing  of  a ring  pessary  with  a diaphragm 
{in  cystocele)  and  of  a Hodge  or  Albert  Smith  pessary  with 
transverse  bars  (in  rectocele)  may  do  good ; (c)  the  packing 
of  the  vagina  with  marine  lint  (repeated  every  third  day) 
gives  relief:  (2)  radical : {a)  the  causal  conditions  {e.g.  lacera- 
tion of  the  perineum)  should  be  operated  upon ; (&)  in 
cystocele,  anterior  colporrhaphy  is  indicated,  and  may  be 
combined  with  various  devices  for  the  obliteration  of  the 
cystocele,  such  as  excision  of  the  muscular  layer  of  the 
posterior  wall  of  the  bladder,  puckering  together  of  the  walls 
of  the  bladder,  etc.;  (c)  in  rectocele,  posterior  colporrhaphy 
or  colpo-perineorrhaphy  is  needed. 

XI.  Prolapse  of  the  Rectum,  Inversion  of  the 
Blabber,  anb  Prolapse  of  the  Urethral  Mucous 
Membrane:  described  in  Surgical  Text-Books  (?.u). 
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D. 

TRAUMATIC  STATES  AND  RESULTS. 

I.  Rupture  or  Puncture  of  Corpus  Uteri:  (a) 
the  uterus  may  be  perforated  by  a sound,  curette,  tent,  or 
pessary  introduced  into  it  by  the  gynecologist  during  his 
treatment  of  the  case,  or  by  some  sharp  instrument  inserted 
by  someone  else  (perhaps  by  the  patient  herself)  with  the 
criminal  intent  of  inducing  abortion ; no  evil  effects  may 
follow,  but,  on  the  other  hand,  septic  peritonitis  may  be  set 
up,  or  prolapse  of  the  intestine  or  mesentery  may  take  place ; 
perforation  is  favoured  by  a diseased  state  of  the  uterine  wall 
(subinvolution,  malignant  disease,  sharp^ flexion,  etc.);  in  the 
case  of  a simple  puncture  {e.g.  with  sound),  the  patient  should 
be  kept  at  rest  and  carefully  watched,  and,  if  septic  symptoms 
supervene,  hysterectomy  may  have  to  be  done ; in  the  case  of 
puncture  followed  by  prolapse  of  intestine,  the  bowel  should 
be'  returned,  and  the  uterine  cavity  plugged  with  gauze  till 
hysterectomy  can  be  carried  out : (b)  the  uterus  may  be 
wounded  from  the  outside,  e.g.  by  a stab  or  gun-shot  wound  of 
the  abdomen  or  by  a cow-horn  puncture ; in  these  cases  the 
treatment  of  the  uterine  injury  is  simply  part  of  the  general 
surgical  management,  unless  the  uterus  be  pregnant,  when 
Caesarean  section  or  the  Porro  modification  of  it  may  be 
called  for. 

II.  Laceration  of  the  Cervix  Uteri. 

(A)  Definition  : a tear  of  the  cervix,  usually  lateral  and 
often  bilateral,  arising  as  the  result  of  labour  or  of  forcible 
dilatation  of  the  cervical  canal. 

(B)  Etiology  : (1)  prolonged  labour  ; (2)  instrumental 
interference  in  labour  ; (3)  dilatation  of  the  cervix  with  one  or 
other  of  the  expanding  metal  dilators. 

(C)  Pathology  : (1)  when  recent,  a tear,  of  varying 
depth,  will  be  found  in  the  circumference  of  the  cervix, 
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usually  on  the  left  side  and  to  the  front  (or  on  the  right  and 
to  the  back),  or  on  both  sides,  or  (rarely)  at  the  front  or 
back,  or  (occasionally)  multiple  (stellate)  ; (2)  when  of  old 
standing,  the  sides  of  the  tear  will  be  no  longer  approximated, 
and  there  will  be  broadening  of  the  cervix  from  retraction 
outwards  of  the  torn  surfaces  (eversion) ; (3)  the  associated 
morbid  states  are  endocervicitis,  often  with  cervical  hyper- 
trophy and  oedematous  infiltration  and  subinvolution  of  the 
whole  uterus,  and  cellulitic  deposits  in  the  broad  ligaments 
and  round  the  uterus ; (4)  cancer  of  the  cervix  may  develop 
later. 

(D)  Symptoms  and  Physical  Signs  : (1)  symptoms,  with 
the  exception  of  hsemorrhage  at  the  time  of  the  tear,  may  be 
absent ; but  (usually  as  the  result  of  bacterial  infection  of 
the  torn  surfaces)  leucorrhoea,  sacralgia,  dysmenorrhoea, 
menorrhagia,  reflex  nervous  and  sympathetic  disturbances 
{e.g.  neuralgia,  hysteria),  sterility  (or  recurrent  abortions),  and 
general  debility  follow  as  results  of  the  secondary  results 
(chronic  metritis  and  cervicitis,  formation  of  cicatricial  tissue)  ; 
(2)  the  physical  signs  are  revealed  by  vaginal  touch  aided  by 
the  use  of  the  speculum,  when  the  Anger  feels  the  irregularity 
in  the  cervical  rim,  the  dilated  state  of  the  external  os,  and 
the  associated  changes  (parametric  deposits,  enlargement  of 
cervix,  etc.),  and  the  eye  sees  the  eversion  of  the  cervical 
mucous  membrane,  the  muco-purulent  discharge,  and  the 
hypertrophied  state  of  the  cervix. 

(E)  Diagnosis:  depends  upon  the  physical  signs  discovered 
on  vaginal  examination  (palpation  of  tear  or  tears,  open  os, 
etc.),  aided  by  use  of  Sims’  speculum,  and  of  a pair  of 
tenacula  or  volsellte  (by  which  the  edges  of  the  laceration 
can  be  brought  together  and  the  possibility  of  a simple 
ulceration  excluded). 

(F)  Prognosis  : many  lacerations  at  the  time  of  labour 
heal  up  satisfactorily  during  the  puerperium  if  the  manage- 
ment of  the  confinement  has  been  aseptic ; others  become 
infected,  set  up  endometritis,  cellulitis,  and  various  reflex 
troubles,  and  require  treatment. 

(G)  Treatment:  (1)  immediate  repair,  if  there  be 

continuous  haemorrhage  (unchecked  by  douche)  at  the  time 


GYNECOLOGICAL  DISEASES 


179 


of  labour,  the  cervix  being  drawn  down  to  the  vulva  and 
silk  or  silver  wire  sutures  passed  ; (2)  deferred  repair  (Emmet’s 
operation,  or  iraclielorrlmphy),  carried  out  some  months  later 
if  symptoms  (menorrhagia,  leucorrhoea,  reflexes)  are  present, 
and  consisting  of  denudation  of  the  edges  of  the  tear,  removal 
of  cicatricial  tissue,  and  approximation  by  sutures  {Note. — 
Curettage  may  precede  the  trachelorrhaphy ; and  there  ought 
to  be  preparatory  treatment  with  douching  and  plugs) ; 
(3)  amputation  of  the  eervix  (by  excision  of  wedges)  may  be 
associated  with  the  repair  (if  much  hypertrophy  exist). 

III.  Fistuljs  of  the  Uterus:  are  either  vesico-uterine 
(communication  between  bladder  and  cervical  canal)  or 
uretero-uterine  (communication  between  one  of  the  ureters 
and  the  cervical  canal) ; are  most  often  due  to  traumatism  in 
labour  (long  pressure  by  foetal  head  on  the  maternal  parts) ; 
are  accompanied  by  incontinence  of  urine ; specular  examina- 
tion shows  urine  dribbling  from  os  uteri,  the  injection  of 
sterilised  milk  or  aniline  into  the  bladder  makes  this  more 
evident,  and  cystoscopic  examination  aids  us  in  distinguishing 
between  the  vesico-uterine  and  the  uretero-uterine  form  of 
fistula : the  opening  may  spontaneously  close  during  the 
general  healing  process  following  labour,  or  may  require 
operation  : operation  consists  in  the  exposure  of  the  fistula 
(by  separating  the  cervix  from  the  bladder  by  an  incision  in 
and  dissection  upwards  from  the  anterior  vaginal  fornix)  and 
in  closing  it  (both  in  its  uterine  and  vesical  or  ureteral  end) 
by  sutures  {vide  Yesico-Vaginal  Fistula). 

IV.  Foreign  Bodies  in  the  Uterus:  (a)  consist  of 

broken  instruments  (end  of  sound  or  dilator,  stem  of  a 
pessary,  part  of  an  electrode,  tent),  or  of  dressings  (gauze 
pledgets),  or  of  extraneous  substances  (hair-pins,  concretions, 
etc.) ; (b)  their  presence  may  be  suspected  (history, 

symptoms  of  endometritis,  etc.),  or  they  may  be  felt  pro- 
truding partly  from  the  os ; (c)  their  removal  may  be 

very  difficult,  and  may  necessitate  splitting  the  cervix,  and 
hysterectomy  has  sometimes  been  required. 

V.  Lacerations  of  the  Vagina  : (a)  are  uncommon 
apart  from  labour  (when  they  may  be  due  to  careless  use  of 
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instruments,  to  rupture  of  the  uterus  (the  tear  extending 
into  the  vaginal  roof),  or  to  wounding  of  the  passages  during 
the  extraction  of  a craniotomised  infant),  but  may  occa- 
sionally be  due  to  falls,  in  the  straddling  position,  on  sharp 
bodies  (bicycle  accidents) ; (b)  there  may  be  great  bleeding, 
requiring  immediate  operation,  or  there  may  be  cicatricial 
healing,  giving  rise  to  trouble  in  future  labours ; (c)  exposure 
of  the  parts  is  needed  (speculum),  when  the  torn  edges  may 
be  brought  together  with  sutures,  and  sometimes  spouting 
arteries  may  require  ligature.  {Note. — Laceration  of  the 

posterior  vaginal  wall  is  usually  associated  with  perineal 
laceration,  §'.?;.) 

VI.  Vaginal  Fistulje. 

(A)  Definition  : communicating  passages  between  the 
vaginal  canal  and  another  mucous  cavity  or  canal  (vesical, 
urethral,  rectal)  or  between  the  vagina  and  the  skin. 

(B)  Varieties:  (1)  vesico-vaginal  (bladder  and  vagina), 
(2)  uretliro-vaginal  (urethra  and  vagina),  (3)  ureUro-vaginoX 
(ureter  and  vagina),  (4)  vesico-cervico-vaginal  (bladder  and 
vaginal  portion  of  cervix),  (5)  recto-vaginal  (rectum  and 
vagina),  and  (6)  entero-vaginal  (intestine  and  vagina).  {Note. 
— The  first  four  varieties  are  urinary  fistulse,  the  other  two 
are  fsecal ; varieties  1 and  2 may  co-exist). 

(C)  Etiology  : (1)  traumatism  in  labour,  acting  either 
by  prolonged  pressure  (from  want  of  use  of  forceps)  and 
subsequent  sloughing,  or  by  immediate  laceration  (as  from 
wrong  use  of  forceps,  wounds  with  embryulcia  instruments 
or  sharp  edges  of  bone  in  craniotomy) ; (2)  ulceration,  due  to 
pessaries,  badly  fitting  or  long  worn;  (3)  cancer  of  the 
cervix,  from  spreading  of  malignant  process  and  breaking 
down  of  tissues ; (4)  faults  in  the  technique  of  vaginal 
operations ; (5)  a vesico-vaginal  fistula  may  be  produced 
artificially  to  aid  in  the  treatment  of  cystitis. 

(D)  Pathology  : the  aperture  may  be  in  any  of  the 
positions  indicated  by  the  names  of  the  varieties  {vide  supra), 
but  the  most  common  situation  is  the  septum  between  the 
bladder  and  urethra  and  the  vagina,  giving  rise  to  the 
vesico-vaginal  and  the  urethro-vaginal  forms ; it  may  be 
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small  (pin-hole)  or  large  (extensive,  irregular  opening  into 
bladder  and  urethra)  or  intermediate  in  size ; it  may  have 
ulcerated,  swollen  edges  or  thin,  cicatricial  ones ; and  the 
neighbouring  organs  may  be  affected  (contraction  of  bladder 
and  hypertrophy  of  its  walls,  atresia  of  urethra,  contraction 
of  vagina,  cancer  of  cervix,  chronic  cellulitis,  etc.). 

(E)  Symptoms  and  Physical  Signs:  (1)  the  symijtoms 
consist  in  (a)  incontinence  of  urine,  with  (sometimes)  partial 
power  of  retention  {e.g.  in  the  erect  posture),  (5)  the  results  of 
the  incontinence,  such  as  the  urinous  odour,  excoriation  and 
soreness  of  the  adjacent  skin  surfaces  on  the  thighs  and 
vulva,  and  general  discomfort,  and  (c)  sterility  (commonly)  ; 
(2)  the  -physical  sig-ns  vary  somewhat  with  the  variety  of 
fistula  which  is  present ; but,  as  a rule,  the  opening  can  be 
recognised  by  means  of  the  Sims’  speculum  in  the  vagina  and 
the  sound  in  the  bladder ; and  the  effects  of  the  dribbling  of 
urine  over  the  skin  surfaces  are  evident  as  excoriations. 
{Note. — In  the  rare  recto-vaginal  form  there  is  incontinence 
of  fieces  instead  of  urine.) 

(F)  Diagnosis:  (1)  of  the  varieties:  {a)  the  vesico- 
vaginal, by  its  position  (high  up  in  anterior  vaginal  wall), 
and  by  the  use  of  a sound  or  coloured  fluid  in  the  bladder ; 
(6)  the  urethro- vaginal,  low  down  in  anterior  vaginal  wall ; 
(c)  the  uretero-vaginal,  usually  in  vaginal  vault,  urine  escaping 
in  jets,  and  unaffected  by  coloured  fluid  in  bladder ; {d)  the 
vesico-cervico-vaginal,  by  its  position  in  the  cervix,  and  by 
the  urine  showing  the  colour  of  fluid  injected  into  the 
bladder;  (e)  the  recto-vaginal,  by  its  position  in  the  posterior 
vaginal  wall  and  by  the  nature  of  the  material  passing  through 
it;  (2)  from  incontinence  of  urine,  due  to  other  causes  {e.g. 
paralysis  of  the  sphincter  after  a long  labour),  by  the  absence 
of  urine  from  the  vaginal  canal  after  examination  with  the 
speculum  and  the  injection  of  coloured  fluid  into  the  bladder. 

(G)  Pkognosis  : small  recent  flstulae  may  heal  spontane- 
ously {e.g.  in  the  puerperium,  if  a stationary  catheter  be  used 
for  a few  days),  but  large  ones  or  small  ones  of  old  standing 
require  operation ; fistulae.  developing  in  cases  of  cancer  of 
the  cervix  are,  of  course,  hopeless,  and  call  for  no  operative 
treatment. 
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(H)  Treatment:  (1)  preparatory  measures,  such  as 
vaginal  douching,  must  be  carried  out,  and  at  least  two 
months  ought  to  be  allowed  to  elapse  since  the  formation  of 
the  fistula  (to  permit  of  full  contraction  of  the  tissues) ; (2) 
it  is  essential  that  a good  view  be  obtained  of  the  opening, 
and  this  is  best  done  with  the  aid  of  the  Sims’  speculum  (or 
a similar  one),  with  the  patient  in  the  dorsal,  semi-prone,  or 
supported  genu-pectoral  position;  (3)  operative  details  differ, 
but  the  operation  consists  essentially  in  freshening  the  edges 
of  the  opening  (either  by  paring  them,  as  Sims  recommended, 
or  by  splitting  them),  which  are  then  brought  together  by  the 
sutures  (silver  wire  in  the  paring  operation,  silkworrn-gut  or 
catgut'  in  the  splitting  method),  which  do  not  penetrate  the 
vesical  mucous  membrane ; (4)  the  after-treatment  consists  in 
keeping  a stationary  catheter  (two  are  needed  for  changing 
purposes)  in  the  bladder  for  three  or  four  days,  and  then 
drawing  off  the  urine  regularly,  in  encouraging  the  patient  to 
lie  in  the  semi-prone  posture,  and  in  carefully  removing  the 
sutures  at  the  end  of  a week  (eighth  or  ninth  day) ; (5)  the 
dangers  are  chiefly  from  cystitis  or  haemorrhage  into  the 
bladder ; (6)  the  operation  may  have  to  be  repeated  once  or 
twice  before  a complete  cure  is  accomplished;  (7)  wdiere  the 
fistula  is  ureteric,  the  operation  is  more  difficult,  and  it  may 
then  be  best  to  implant  the  renal  end  of  the  ureter  into  the 
bladder  and  tie  the  vesical  end,  the  attachments  of  the  bladder 
having  been  loosened  to  give  access ; (8)  in  cases  in  which 
the  fistula  cannot  be  closed,  it  is  necessary  (with  the  full 
consent  of  the  patient)  to  close  the  vagina  {Tcol20okleisis)  and 
so  convert  the  upper  part  of  that  canal  and  the  bladder  into 
one  cavity  through  which,  of  course,  the  menstrual  discharge 
must  pass. 

VII.  Foreign  Bodies  in  the  Vagina  : (a)  pessaries 
may  be  introduced  into  the  vagina  by  a medical  practitioner, 
and  other  things,  such  as  hair-pins,  sponges,  and  the  like  may 
be  placed  there  by  the  patient  herself ; (b)  at  first  no  evil 
results  may  follow,  but  later  there  will  be  pain  in  the  pelvis, 
a foul  vaginal  discharge,  dysuria,  and  perhaps  the  symptoms 
of  fistulae  or  pelvic  abscess ; (c)  examination  (vaginal  touch. 
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and  palpation  ])er  rectum)  may  reveal  the  foreign  body, 
embedded  in  the  vaginal  walls  or  lying  in  the  fornix  or  in  the 
bladder  (into  which  it  has  made  its  way  by  ulceration),  often 
much  altered  in  appearance  by  calcareous  deposits  upon  it ; 
(d)  removal  of  the  body  is  necessary,  and  may  be  a difficult 
and  tedious  operation,  for  it  may  be  firmly  fixed ; (e)  operative 
details  differ,  but  it  is  essential  to  obtain  a good  view  of  the 
foreign  body,  which  may  require  to  be  diminished  in  bulk  by 
scissors  or  crushing  instruments,  and  then  extracted  either 
by  the  vagina  or  (sometimes)  by  the  rectum  or  through  the 
bladder,  great  care  being  taken  of  the  surrounding  parts ; 
and  vaginal  douches  may  be  needed  for  some  weeks 
afterwards. 

VIII.  Injuries  of  the  Vulva  : vulvar  traumatism,  in 
the  form  of  wounds,  contusions,  and  heematomata,  may  result 
from  external  violence  (bicycle  accidents,  kicks,  etc.),  or 
during  sexual  intercourse,  or  in  labour ; htemorrhage,  either 
external  or  into  the  tissues  (causing  hsematoma  vulvse  or 
pudendal  hmmatocele),  is,  on  account  of  the  great  vascularity 
of  the  parts,  a common  and  a dangerous  symptom  ; treatment 
•will  vary  with  the  conditions  present,  rest  and  ice-bags  being 
sufficient  in  some  cases,  while  in  others  severed  arteries  may 
require  ligature.  (For  Treatment  of  Hsematoma  Vulvse,  vide 
author’s  Essentials  of  Obstetrics,  p.  168.) 

(IX.)  Laceration  of  tee  Perineum. 

(A)  Definition  : tears  of  the  recto-vaginal  septum  (in 
its  lower  part),  of  varying  degree,  and  generally  due  to  labour. 

(B)  Synonyms  : rupture  of  the  perineum ; perineal  tears. 

(C)  Etiology  : almost  the  only  cause  is  labour,  but  the 
tear  may,  nevertheless,  arise  in  different  ways  : (1)  too  rapid 
descent  and  passage  of  the  child’s  head,  as  in  cases  of  flat 
sacrum  ; (2)  the  presence  of  a large  or  well-ossified  head  or 
of  broad  shoulders  ; (3)  the  misdirection  of  force  as  in  cases  of 
narrow  pubic  arch  ; (4)  the  existence  of  a malposition  of  the 
head,  especially  the  mal-rotated  occipito-posterior  ; (5)  the 
existence  of  a malpresentation,  e.g.  a face  case ; (6)  rigidity 
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and  friability  of  the  perineal  structures,  c.(j.  in  elderly  prirni- 
parity  and  in  syphilis;  (7)  operative  or  instrumental  care- 
lessness, e.g.  in  version  or  in  the  use  of  forceps. 

(D)  Pathology  and  Varieties:  (1)  the  tear  may  he 
recent,  and  then  there  may  be^a  laceration  of  the  fourchette 
(“  physiological,”  “ inevitable  ”),  or  the  skin  over  the  perineum, 
or  the  anterior  part  of  the  perineal  body,  or  of  the  whole 
perineum,  involving  the  anal  sphincters ; (2)  the  tear  (in 
gynecological  practice)  is  more  often  of  old  standing,  and 
the  parts  have  cicatrised,  but  with  relaxation  of  various 
muscular  and  ligamentous  structures  {e.g.  the  levatores  ani 
muscles),  leading  to  various  permanent  alterations,  such  as 
prolapsus  uteri  and  cystocele  {q.v.,  p.  163);  (3)  the  tear  and 
resulting  cicatrix  is  generally  median,  and  involves  a part  or 
the  whole  of  the  recto-vaginal  septum,  but  it  may  be  lateral 
or  may  become  so  when  it  reaches  the  anal  sphincter,  and, 
in  rare  cases,  it  affects  only  the  central  part  of  the  perineum, 
the  vaginal  and  anal  orifices  being  intact  (central  tear) ; (4) 
the  varieties  may  be  {a)  recent  and  old ; or  (&)  of  the  first 
degree  (tearing  of  the  skin,  of  the  vaginal  mucous  membrane, 
or  of  both,  but  not  of  the  strong  slinging  muscles  of  the 
pelvic  floor),  of  the  second  (involvement  of  skin,  mucous 
membrane,  cellular  tissue,  and  muscular  structures,  especially 
the  levatores  ani),  and  of  the  third  (complete  laceration  of 
all  the  structures  between  the  vaginal  and  anal  orifices,  pro- 
ducing a common  recto-vaginal  outlet  by  the  involvement 
of  the  anal  sphincters) ; or  (c)  incomplete  (corresponding  to 
degrees  a and  V)  and  complete  (degree  c). 

(E)  Symptoms  and  Physical  Signs  : (1)  the  symptoms 
in  old-standing  tears  of  the  first  or  second  degree  are 
sacralgia,  bearing-down  pains,  the  sensation  of  “ something 
coming  down,”  difficulty  in  and  discomfort  during  locomotion, 
leucorrhoea,  menorrhagia,  constipation,  and  various  nervous 
phenomena ; in  complete  tears,  there  will  be,  in  addition, 
incontinence  of  faeces  and  flatus ; (2)  the  physical  signs  are 
usually  those  of  prolapsus  uteri  and  cystocele  {q.v.,  p.  164); 
on  inspection  the  signs  of  cicatrisation  and  the  abnormal 
shortness  of  the  perineum  (or  its  absence)  are  visible ; 
palpation  reveals  a loss  of  tone  of  all  the  tissues  of  the  pelvic 
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outlet  and  a change  in  direction  of  the  vaginal  orifice  (upwards 
instead  of  upwards  and  backwards). 

(F)  Diagnosis  and  Prognosis.:  (1)  the  diagnosis  rests 
on  the  history  of  the  case  (difficult  labours),  the  symptoms 
(of  prolapsus  uteri),  and  the  physical  signs  ; (2)  the  prognosis 
with  regard  to  complete  cure  is  good,  if  the  patient  will 
submit  to  operation. 

(G)  Treatment  : (1)  prophylaxis  consists  in  careful 
obstetric  practice;  (2)  although,  in  some  cases  of  incomplete 
laceration,  a pessary  may  be  worn  and  may  give  relief,  yet 
the  only  effective  treatment  is  perineal  repair  by  operation  ; 
(3)  the  laceration  may  be  repaired  immediately,  although, 
from  the  passage  of  the  lochia,  healing  may  be  imperfect, 
and  when  the  tear  is  complete  the  operation  ought  not  to  be 
deferred ; (4)  more  often  some  months  (at  least  two)  are 
allowed  to  elapse,  and  then  repair  is  attempted;  (5)  the 
deferred  (or  secondary)  operation  consists  essentially  in  the 
freshening  or  denudation  of  the  torn  and  separated  surfaces 
by  flap-splitting  and  in  the  bringing  together  of  them  and  of 
the  more  deeply  seated  torn  parts  (fascial  and  muscular)  with 
sutures  {mde  Minor  Gynecological  Procedures). 

X.  Laceration  of  Vestibule  : occasionally  occurs 
either  as  the  result  of  accident  (falls  on  sharp  objects),  or  of 
assault  (kicks,  rape),  or  during  instrumental  labour ; the 
haemorrhage  may  be  very  great,  and  may  even  be  fatal ; the 
treatment  consists  in  ligaturing  any  torn  vessels  and  closing  the 
wound  with  sutures  (carefully  applied  on  account  of  the 
vascularity  of  the  parts). 

XI.  Laceration  of  Hymen  : in  rare  cases  of  abnormal 
friability  or  rigidity  of  the  hymen,  that  structure  may  be  so 
deeply  torn  {e.g.  during  coitus)  as  to  cause  severe  luemorrhage 
and  to  require  surgical  intervention  (ligature  of  bleeding 
points,  stitches). 

XII.  For  Vesical,  Ureteral,  Rectal,  and  Anal 
TPx.aumatic  States,  vide  Text-Books  of  Surgery. 
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MALFORMATIONS. 

I.  Absence  or  Rudimentary  Development  of 
Ovaries  and  Fallopian  Tubes:  (a)  complete  absence 
of  both  ovaries  and  tubes  (with  presence  of  the  uterus)  is 
almost  unknown,  but  one  ovary  or  tube  may  be  wanting,  and 
this  may  be  associated  with  absence  of  the  corresponding 
kidney  and  with  a unicornate  uterus;  (b)  kudimentary 
DEVELOPMENT  of  oiie  or  both  OVARIES  is  not  uncommon,  the 
glands  retaining  their  foetal  or  infantile  characters,  and  may 
be  associated  with  defective  uterine  or  tubal  development,  and 
with  displacement  of  parts;  the  symptoms  may  be  amenorrhoea 
or  .oligomenorrhoea,  dysmenorrhoea,  sterility,  various  nervous 
phenomena  {e.g.  epilepsy),  and  a condition  of  general  in- 
fantilism (with  or  without  chlorosis) ; diagnosis  can  only  be 
established  by  abdominal  section,  and  oophorectomy  may  be 
indicated  for  the  menstrual  suffering  and  nervous  phenomena 
(but  does  not  always  cure  these) ; (c)  rudimentary  develop- 
ment of  one  or  both  Fallopian  tubes  is  not  very  rare;  some- 
times part  of  the  tube  may  be  wanting  (outer  two-thirds  in 
case  reported  by  Ballantyne  and  Williams),  and  this  may  be 
due  to  spontaneous  antenatal  amputation ; sometimes  the 
tube  is  solid,  or  imperforate  at  its  outer  end,  or  retains  its 
spiral  convolutions  (predisposing  it  to  hydrosalpinx)  ; the 
symptoms  are  indistinguishable  from  those  due  to  ovarian 
defects. 

II.  Supernumerary  Ovaries  and  Tubes:  (a)  true 
accessory  or  supernumerary  ovaries  are  exceedingly  rare ; but 
constricted  accessory  portions  are  not  so  rare,  and  may 
explain  the  occasional  continuance  of  menstruation  after 
oophorectomy  and  the  occurrence  of  pregnancy  after  a double 
ovariotomy ; (b)  double  tubes  are  very  rare,  but  accessory 
ostia  are  not  uncommon  (about  3 per  cent,  according  to 
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Ballantyne  and  Williams),  and  have  been  invoked  to  explain 
that  pathological  mystery — tubal  pregnancy. 

III.  Absence  or  Rudimentary  Development  of  the 
Uterus  : (a)  complete  absence  is  very  rare,  but  the  organ 
may  be  so  defective  {uterus  solidus,  'pcirtim  excavatus,  meui- 
hranaceus)  as  to  give  rise  to  all  the  symptoms  of  it ; (b)  the 
tubes  and  vagina  are  often  rudimentary  also,  but  a normal 
vulva  with  a short  vestibular  vagina  is  generally  present ; (c) 
the  symptoms  are  amenorrhoea,  menstrual  molimina  (if  func- 
tionating ovaries  are  present),  pelvic  pain,  and  vicarious 
haemorrhages  (?),  and  absence  of  some  of  the  secondary  sexual 
characters ; (d)  diagnosis  is  made  with  difficulty,  by  bimanual 
{eg.  recto-abdominal),  under  an  antesthetic,  and  with  a sound 
in  the  bladder ; (e)  removal  of  the  ovaries  by  abdominal 
section  (oophorectomy)  may  be  rendered  necessary  by  the 
monthly  suffering, 

IV.  Uterus  Fcetalis  AND  Uterus  Infantilis  : reten- 
tion of  foetal  or  infantile  uterine  characters  (large  cervix,  small 
corpus  uteri)  is  not  uncommon ; it  may  be  associated  with  de- 
fective mammary  and  vaginal  development  and  with  chlorosis  ; 
'the  symptoms  are  amenorrhoea  or  oligornenorrhoea,  dys- 
menorrhoea,  and  sterility  ; diagnosis  depends  on  the  use  of  the 
bimanual  examination  and  the  sound ; treatment  consists  in 
tonic  measures,  electricity,  occasional  passage  of  the  sound, 
but  not  (as  a rule)  in  the  wearing  of  an  intrauterine  stem 
pessary  (dangerous). 

V.  Uterus  Unicornis  : the  complete  absence  of  one 
lateral  half  (or  horn)  of  the  uterus  produces  the  unicornate 
variety ; its  incomplete  absence  leads  to  the  malformation 
known  as  uterus  'unicornis  cum  rudimento  cornu  cdterius  solido 
seu  excavato ; pregnancy  may  occur  in  either  case, — ^in  the 
former  without  any  deviation  from  the  normal,  in  the  latter 
with  the  same  symptoms  and  signs  as  if  the  gestation  were 
in  a tube : the  uterus  unicornis  has  no  proper  fundus, — it 
inclines  to  one  side  and  tapers  to  a point  (continuous  with 
the  tube  of  that  side) ; it  may  be  associated  with  small 
vagina,  septate  vagina,  and  absence  of  one  kidney ; it  is 
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rarely  diagnosed  without  abdominal  section,  and  it  may  give 
rise  to  no  symptoms. 

VI.  Double  Uterus:  (a)  may  be  defined  as  one  in 
which  there  has  been  incomplete  fusion  (or  no  fusion  at  all) 
of  the  two  lateral  halves  (or  horns)  of  which  the  organ  is 
composed : (b)  there  are  three  varieties,  according  to  the 
degree  of  fusion — (1)  the  uterus  duplex  or  diddphys  (the 
rarest),  in  which  the  two  lateral  halves  have  entirely  failed 
to  unite,  so  that  there  appear  to  be  two  single  uteri  lying 
side  by  side,  each,  however,  possessing  only  one  ovary,  tube, 
and  round  ligament ; (2)  the  uterus  bicornis  (much  commoner), 
in  which  the  two  halves  are  united  at  their  lower  ends,  and 
there  may  be  either  a large  cervix,  or  one  with  two  orifices, 
or  a perfectly  normal  one ; and  (8)  the  uterus  septus  or 
hilocularis,  in  which  there  is  no  external  indication  of 
duplicity,  but  in  which  there  is  a septum  dividing  the  cavity, 
more  or  less  completely,  into  two  : (c)  associated  malformations 
are  vaginal  anomalies  (vagina  septa,  v.  subsepta,  atresia),  an 
imperforate  or  solid  state  of  one  of  the  horns,  and  the 
presence  of  a recto-vesical  ligament  stretching  antero- 
posteriorly  across  the  pelvis  between  the  two  halves  of  the 
uterus : (d)  the  symptoms  vary  greatly, — they  may  be  nil,  or 
they  may  take  the  form  of  menstrual  anomalies,  such  as 
fortnightly  menstruation,  or  flow  once  in  two  months,  or 
persistence  of  flow  during  pregnancy ; or  there  may  be 
abortions  or  anomalies  in  labour  from  the  presence  of  a 
septum,  such  as  mal presentations  and  malpositions ; or,  if 
one-half  be  imperforate,  there  may  be  retention  of  menstrual 
blood  (hsematometra) : (e)  the  physical  signs  are  puzzling,  the 
condition  may  be  confounded  with  fibroid  tumours  of  the 
uterus,  and  the  diagnosis  is  usually  made  accidentally  in 
labour  or  during  the  performance  of  abdominal  section:  (f) 
treatment  will,  in  exceptional  cases,  be  required;  the  septum 
may  need  to  be  divided  in  labour,  or  pregnancy  in  one 
(imperforate)  horn  may  call  for  abdominal  section. 

VII.  Minor  Uterine  Malformations:  iho,  iderus p)lani- 
fundalis  is  one  in  which  the  normal  rounding  of  the  fundus 
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is  absent,  and  the  uterus  incudifcrmis  (anvil-shaped  uterus)  is 
somewhat  similar ; the  vaginal  cervix  may  be  small  or  absent 
{uterus  'parvicollis,  uterus  acollis),  the  body  of  the  organ  being 
then  often  small  or  membraniform  also  ; atresia  or  stenosis  of  the 
cervical  canal,  requiring  operative  interference  (stomatoplasty) 
occasionally  occurs ; and  a mesial  septum  may  divide  the 
cervical  canal  into  two  parts  {uterus  biforis). 

VIII.  Absence  of  the  Vagina  {Defectus  Vaginae)  : 
very  rare ; probably  occurs^  only  in  grossly  malformed 
foetuses,  such  as  the  sympodial,  and  is  associated  with  complete 
absence  of  the  uterus  and  external  genitals. 

IX.  Atresia  Vagin  hi. 

(A)  Definition  : a complete  or  incomplete  imperforate 
condition  of  the  vagina. 

(B)  Pathology  : no  trace  of  the  canal  may  be  found 
save  a fibrous  band  in  the  tissue  between  the  bladder  and 
rectum ; or  part  of  the  vagina  is  present  and  part  is  solidly 
imperforate ; or  a membranous  obstruction  or  diaphragm  may 
exist ; the  defect  may  be  in  the  upper  or  (more  often)  lower 
part  of  the  canal,  and  when  the  upper  two-thirds  are 
occluded  it  is  believed  that  the  lower  third  represents  the 
enlarged  vestibular  canal ; the  uterus  may  be  normal  or 
rudimentary,  the  vulva  is  most  often  normal,  the  urethra  may 
be  dilated  (from  attempts  at  coitus) ; distension  of  the  uterus 
with  blood  (hsematometra)  or  of  the  upper  part  of  the 
vagina  (haematocolpos),  or  even  of  the  Fallopian  tubes 
(hiematosalpinx)  may  be  results  of  the  vaginal  atresia ; the 
retained  blood  is  thick,  brownish  red  in  colour,  and  like 
treacle  in  consistence. 

(C)  Symptoms  : are  usually  absent  till  puberty,  when  the 
non-establishment  of  menstruation  begins  to  cause  anxiety ; 
amenorrhoea  continues,  and  there  is  monthly  suffering 
(menstrual  molimina),  constipation  and  dysuria,  and  (if  the 
patient  be  married)  dyspareunia  and  sterility. 

(D)  Physical  Signs  and  Diagnosis  ; a tumour  {hoemato- 
metra  or  hccmatocolpos)  may  be  found  in  the  lower  part  of  the 
abdomen,  fluctuating  and  showing  periodic  enlargement ; the 
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lower  part  of  the  vagina  may  form  a bulging  swelling ; com- 
bined examination,  under  an  amesthetic,  with  a finger  in  the 
rectum  and  the  sound  in  the  bladder,  niay  be  necessary  for 
diagnosis,  and  aid  may  be  obtained  from  the  vaginal  toucli 
(when  the  lower  part  of  the  vagina  is  patent). 

(E)  Peognosis  : without  skilful  treatment  the  outlook  is 
grave  ; spontaneous  rupture  of  the  vaginal  obstruction  or  of 
the  uterine  or  tubal  wall  is  apt  to  be  followed  by  a fatal 
result  (peritonitis,  hteniorrhage,  sepsis) ; even  after  operation 
by  a competent  gynecologist  death  may  ensue. 

(F)  Treatment:  (1)  if  there  be  no  evidence  of  the 
presence  of  a functionally  active  uterus  and  annexa,  no  inter- 
ference may  be  called  for ; but  even  under  these  circumstances 
(in  a married  woman)  it  may  be  necessary  to  consider  the 
feasibility  of  attempting  to  construct  an  artificial  vagina  (by 
dissection  upward  in  the  space  between  the  rectum  and  the 
bladder):  (2)  if  there  be  evidence  of  retained  menstrual  blood 
{a)  it  must  be  evacuated  with  the  strictest  antiseptic  pre- 
cautions ; (&)  if  the  atresia  be  near  the  vaginal  orifice  a 
crucial  incision  may  suffice;  (c)  if  it  be  more  deeply  seated 
and  be  extensive,  then  prolonged  dissection  in  the  recto- 
vesical septum  will  be  required ; and  this  may  be  so  difficult 
that  some  have  recommended  immediate  incision  into  the 
peritoneal  cavity  (in  the  pouch  of  Douglas),  to  discover  the 
existence  of  normal  tubes  and  ovaries  before  the  prolonged 
dissection  to  set  free  the  cervix  and  to  construct  the  artificial 
vagina  be  embarked  upon ; (c?)  the  artificial  vagina  is  best 
lined  with  skin  obtained  from  the  neighbouring  labia  minora 
and  perineum,  and  it  will  require  to  be  kept  open  by  the 
wearing  for  some  time  of  a cone-shaped  pessary. 

X.  Stenosis  Vaginae  : abnormal  vaginal  narrowness 
may  be  general  or  localised ; in  the  former  case  it  is  probable 
that  it  is  really  a half  vagina,  the  other  half  being  unde- 
veloped or  imperforate,  a condition  comparable  to  that  of 
uterus  unicornis  (with  which,  indeed,  it  may  be  combined) ; 
in  the  latter  case,  the  stenosis  is  annular,  and  may  consist  of 
several  perforated  diaphragms  ; the  symptoms  are  dyspareunia 
and  delay  in  the  second  stage  of  labour;  treatment  takes 
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the  form  of  crucial  incision  into  and  stretching  of  the  ring, 
or  (better)  of  excision  of  the  contracted  part  and  the  bringing 
together  of  the  upper  and  lower  margins  of  the  annular 
incision  with  sutures. 

XI.  Septate  Vagina  : an  antero-posterior  (rarely  a 
transverse)  septum  divides  the  vagina  into  two  canals ; this 
septum  may  exist  throughout  the  whole  canal,  or  only  in  its 
upper  or  in  its  lower  part,  and  it  may  show  perforations  ; 
symptoms  are  usually  nil,  until  labour  is  in  progress,  when 
laceration  of  the  septum  may  occur  unless  it  be  previously 
incised  or  excised:  if,  however,  one  of  the  two  canals  be 
imperforate  {atresia  vagince  lateralis),  blood  may  accumulate 
in  it  {unilateral  hcematocolpos),  and  cause  a bulging  into  and 
obstruction  of  the  vagina,  calling  for  incision,  packing,  and 
drainage  of  the  sac. 

XII.  Atresia  of  the  Vulva:  apparent  absence  of  the 
vulvar  cleft,  due,  moat  i'requently,  to"  adhesion  of  the  labia 
(atresia  vulv8e  superficialis) ; a small  opening,  through  which 
urine  and  menstrual  fluid  are  discharged,  usually  exists 
anteriorly ; symptoms  due  to  retention  of  mucus  or  blood 
(htematocolpos)  may  arise  at  puberty,  but,  if  there  is  no 
complete  retention,  the  condition  may  not  be  discovered  till 
marriage,  when  coitus  is  found  to  be  impossible  (although 
impregnation  has  been  known  to  occur  without  penetration) ; 
treatment  is  simple,  and  consists  in  passing  a sound  in  at  the 
anterior  opening,  directing  it  backward,  and  then  cutting 
down  upon  it ; the  clitoris  may  also  be  bound  down  by 
adhesions  and  may  require  to  be  set  free. 

XIII.  Infantile  Vulva  : persistence  in  the  adult  of  the 
infantile  characters  of  the  vulva  (slight  development  of  labia 
majora  and  mons,  consequent  exposure  of  underlying  structures, 
etc.)  ; imperfect  development  of  uterus,  ovaries,  and  mammary 
glands  may  coexist ; general  infantilism  and  chlorosis  may 
also  be  present. 

XIV.  Double  Vulva  : an  exceedingly  rare  malformation 
in  an  individual  otherwise  single  (met  with  in  double 
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monsters) ; is  not  to  be  confounded  with  cases  of  hymen 
septus  (two  openings  in  the  hymen)  which  are  not  so 
uncommon  ; may  be  associated  with  double  vagina  and  uterus 
didelphys. 

XV.  Pseudo-Hermapiiroditism  : (a.)  Malformations 
OF  THE  External  Genitals  may  lead  to  errors  in  the  registra- 
tion of  the  sex  of  infants,  and  to  several  medico-legal  and 
social  difficulties  in  later  life  (nullity  of  marriage,  exercise  of 
the  franchise,  etc.);  (b)  the  most  common  form  is  (1)  Perineo- 
scrotal Hypospadias,  in  which  the  small  imperforate  penis 
resembles  the  clitoris,  the  hypospadiac  urethra  is  like  the 
female  urethra  in  position  and  appearance,  and  the  vestibular 
canal  simulates  the  vagina  (masculine  pseudo-hermaphro- 
ditism); (2)  another  form  is  Hypertrophy  of  the  Clitoris 
with  superficial  vulvar  atresia  and  (perhaps)  hernia  of  the 
ovaries  (or  of  one  ovary)  into  the  labia  (feminine  pseudo- 
hermaphroditism) ; (c)  Diagnosis  is  always  difficult,  but  the 
development  of  the  secondary  sexual  characters  (male  or 
female),  the  presence  or  absence  of  menstrual  molimina,  and 
a careful  bimanual  (recto-abdominal,  vagino-abdominal)  with 
the  rectal  touch  will  be  helpful ; (d)  when  doubt  exists  at 
birth  it  ought  to  be  recorded,  and  the  infant  brought  up  as  a 
boy  (Lawson  Tait),  but  it  is  difficult  to  formulate  rules  of 
Treatment. 

XVI.  Imperforate  Hymen  or  Atresia  Hymenalis  : 
the  hymen  may  completely  close  the  vaginal  orifice ; during 
infancy  some  distress  may  be  caused  by  retention  of  mucus 
in  the  vaginal  canal,  but  distinct  symptoms  appear  at  puberty 
and  consist  of  colicky  pains,  recurring  every  month  with 
increasing  severity,  amenorrhoea,  difficulty  in  micturition  and 
defaecation,  and  (perhaps)  vicarious  menstruation  ; the  physical 
signs  are  the  presence  of  a fluctuating  tumour  in  the  lower 
part  of  the  abdomen,  and  the  discovery  of  a bulging  membrane 
(distended  hymen)  at  the  vulva  (hsematocolpos,  sometimes 
with  hsematometra) ; treatment  consists  in  evacuation  of  the 
retained  menstrual  blood  (crucial  incision  of  the  membrane), 
excision  of  the  remnants  of  the  membrane,  and  the  packing 
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of  the  vagina  with  gauze,  all  carried  out  with  strict  antiseptic 
precautions. 

XVII.  Anomalies  of  the  Hymen:  the  hymen,  being 
a developmental  relic,  is  very  liable  to  variations  in  form  and 
structure ; it  may  be  absent,  or  deeply  seated,  or  double,  or 
have  two  openings  (hymen  septus)  or  many  (hymen  cribri- 
formis),  or  be  abnormally  related  to  the  meatus  urinarius 
(causing  urinary  incontinence),  or  be  unusually  tough  or  un- 
usually friable  or  vascular. 

XVIII.  Epispadias  : consists  in  the  absence  of  a greater 
or  smaller  part  of  the  anterior  wall  of  the  urethra,  with 
division  of  the  clitoris  into  two  lateral  halves,  and  (usually) 
with  some  degree  of  extroversion  of  the  bladder ; the  leading 
symptom  is  urinary  incontinence ; and  the  treatment  is 
palliative  (wearing  of  a urinal),  or  operative  (plastic  restora- 
tion of  anterior  urethral  wall  and  clitoris,  lengthening  of 
urethral  canal,  etc.). 

XIX.  Hypospadias  or  Persistence  of  the  Uro- 
genital Sinus  : a very  rare  anomaly  in  the  female ; the 
urethra  appears  to  open  into  the  vagina  at  a higher  level 
than  normal,  and  there  may  or  may  not  be  incontinence  of 
urine. 

XX.  Vulvar  Anus  or  Persistent  Cloaca  : there  is 
no  anal  aperture  in  the  normal  position,  but  one  is  found  in 
the  neighbourhood  of  the  hymen  or  at  a slightly  higher  level 
in  the  vagina ; the  anomaly  is  also  known  as  atresia  ani 
vaginalis  (s.  vulvalis)  and  vulvo-vaginal  anus ; faeces  are  dis- 
charged from  the  vagina,  and  incontinence  may  or  may  not  be 
present ; complicated  plastic  operations  have  been  performed, 
usually  about  the  time  of  puberty. 
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F. 

HYPERTROPHIC  AND  ATROPHIC  STATES. 

I.  Subinvolution  of  the  Uterus:  vide  Chronic 
Metritis  (p.  96). 

II.  Hypertrophic  Elongation  of  the  Cervix  Uteri. 

(A)  Definition  : enlargement  of  the  vaginal  portion  of 

the  cervix,  occurring  as  a primary  lesion.  {Note. — The 

vaginal  portion  of  the  cervix  is  enlarged  and  thickened  in 
endocervicitis  {q.v.,  p.  92),  and  there  usually  is  hypertrophy 
of  the  supravaginal  portion  in  association  with  prolapsus 
uteri  (p.  163) ; but  the  primary  lesion  alone  is  described  here 
under  the  designation  of  “ hypertrophic  elongation.”) 

(B)  Etiology  : congenital  cause,  nature  unknown. 

(C)  Pathology  : the  cervix  is  greatly  increased  in  length, 
so  that  the  os  externum  may  appear  at  the  vulva,  but  there 
is  little,  if  any,  thickening;  the  os  may  be  smaller  than 
normal,  and,  as  the  subject  is  usually  a nullipara,  shows  no 
lacerations  or  thickening  of  the  mucous  membrane ; there 
may  be  special  elongation  of  the  anterior  lip  (“  tapiroid  ”). 

(D)  Symptoms  and  Physical  Signs  : the  symptoms 
consist  of  leucorrhoea,  bearing-down  pain,  difficulty  in  loco- 
motion, irritation  and  ulceration  of  the  protruding  part  and 
of  the  neighbouring  vulvar  structures,  and  dyspareunia  (if  the 
patient  be  married)  ; the  physical  signs  are  the  presence  at  or 
protrusion  from  the  vulva  of  the  cervix  uteri,  the  existence  of 
normally  deep  vaginal  fornices,  the  presence  of  the  body  of 
the  uterus  in  its  normal  position  and  at  its  normal  height 
(bimanual),  and  the  passage  of  the  sound  to  a distance  of 
four  or  five  inches. 

(E)  Diagnosis  : founded  on  the  symptoms  and  signs  and 
on  vaginal,  recto- vaginal,  and  bimanual  examination,  aided  by 
the  use  of  the  sound ; can  be  distinguished  from  prolapsus 
uteri  and  supravaginal  hypertrophy  by  the  condition  of  the 
vaginal  fornices. 
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(F)  Treatment  : amputation  of  the  cervix  with  the  knife 
(not,  nowadays,  by  the  ^craseur)  and  by  the  flap  method,  with 
excision  of  wedge-shaped  portions  from  the  anterior  and 
posterior  lips  {Simon- Marchivald). 

III.  Superinvolution  of  the  Uterus. 

(A)  Definition:  an  atrophic  state  of  the  uterus  (body 
and  cervix)  following  upon  labour. 

(B)  Synonyms  : hyperinvolution ; post-partum  atrophy. 

(C)  Etiology:  causes  are /not  known  with  certainty; 
but  haemorrhage  in  labour,  tuberculosis,  anaemia,  leukaemia, 
chlorosis,  diabetes,  protracted  lactation,  and  pelvic  peritonitis 
(causing  atrophy  of  the  ovaries)  in  the  puerperium  are  con- 
tributing etiological  factors  ; it  is  a rare  condition  (1  per  cent.?). 

(D)  Pathology  : the  normal  involution  of  the  uterus 
(post-partum  or  post-abortum)  does  not  cease  when  the  organ 
has  reached  its  normal  size,  but  continues  until  it  is  not  more 
than  one  and  a half  or  one  inch  in  depth ; the  whole  uterus 
is  small,  and  its  walls  may  be  firm  and  fibrous,  or  thin  and 
flaccid ; mucous  membrane  is  atrophic ; ovaries  small  and 
fibrous. 

(E)  Symptoms  : the  amenorrhoea  of  lactation  continues 
after  weaning,  and  may  be  accompanied  by  sacralgia  and 
nervous  (reflex)  phenomena  ; or  there  may  be  oligomenorrhoea 
with  dysmenorrhoea  (severe) ; acquired  sterility. 

(F)  Physical  Signs  and  Diagnosis  : presence  of  a small 
uterus  as  determined  by  bimanual  and  vaginal  examination 
and  the  careful  use  of  the  sound ; in  difficult  cases  the  recto- 
abdominal  bimanual  with  the  use  of  the  volsella  (to  pull 
down  the  uterus)  is  useful ; the  history  of  a precedent  labour 
or  abortion  or  of  prolonged  suckling  will  serve  to  distinguish 
superinvolution  from  congenital  anomalies,  while  the  age  of 
the  patient  shows  that  it  is  not  the  normal  atrophy  of  the 
menopause. 

(G)  Prognosis  : unsatisfactory ; complete  amenorrhoea 

and  absence  of  menstrual  molimina  generally  mean  that  the 
condition  is  incurable ; relief  from  suffering  may  come  at  the 
menopause. 

(H)  Treatment:  (1)  Medical:  tonics  (iron  and  arsenic) 
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and  permanganate  of  potash  (gr.  2 in  pill,  with  kaolin,  con- 
tinued for  long  periods)  occasionally  do  good ; opium  may  be 
needed  for  the  pain,  but  ought  to  be  kept  under  the  control 
of  the  physician ; electricity  (general  and  local)  and  massage 
have  done  good ; (2)  Surgical : intra-uterine  pessaries  are 
dangerous ; if  the  dysmenorrhoea  be  great,  it  may  be  neces- 
sary to  perform  oophorectomy,  to  induce  a cessation  of  ovarian 
activity. 

IV.  Hypertrophy  of  Vulva. 

(A)  Definition  : simple  or  elephantiatic  enlargement  of 
the  labia  and  clitoris. 

(B)  Synonyms  : hypertrophy  of  labia ; Hottentot  apron ; 
elephantiasis  vulvae. 

(C)  Etiology  : inflammation  from  irritation,  or  the  special 
cause  (fllaria)  of  elephantiasis ; syphilis ; racial  peculiarity ; 
congenital  anomaly. 

(D)  Pathology  : (1)  simple  hypertrophy  most  commonly 
affects  the  labia  minora,  less  often  the  clitoris  and  labia 
majora ; elephantiasis  most  often  affects  the  labia  majora, 
less  frequently  the  clitoris  and  labia  minora ; (2)  the  morbid 
changes  may  be  those  of  simple  hypertrophy,  or  may  be 
characteristic  of  elephantiasis  (lymphangiomatous),  and  may 
then  (according  to  the  state  of  the  skin)  be  called  E.  glabra, 
E.  tuberosa,  and  E.  condylomatosa ; (3)  the  parts  affected  may 
be  so  enlarged  as  to  reach  down  to  the  knees. 

(E)  Symptoms  : the  vulvar  enlargement  is  a cause  of 
irritation,  difficulty  in  locomotion,  and  of  various  reflex 
nervous  phenomena ; doubts  as  to  the  proper  sex  of  the 
individual  may  be  excited  by  the  hypertrophy  of  the  parts, 
especially  of  the  clitoris. 

(F)  Treatment  : mainly  surgical : “ circumcision  ” of  the 
clitoris,  or  clitoridectomy,  amputation  of  the  labia  (knife  or 
thermocautery). 

V.  Kraurosis  Vulvji  : an  atrophic  condition  of  the 
vulva  in  old  women,  in  which  the  labia  minora  become  small, 
the  vestibule  shrinks,  causing  the  meatus  urinarius  to  gape, 
and  the  vulva  is  almost  closed ; under  the  microscope,  there  is 
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first  round-celled  infiltration,  thickening  of  the  epidermis,  and 
dilatation  of  the  capillaries,  followed  by  thinning  of  the  rete 
mucosum,  atrophy  of  the  papillse,  and  disappearance  of  the 
sebaceous  and  sweat  glands ; the  symptoms  are  local  pain 
(sometimes  very  acute),  especially  during  micturition,  loco- 
motion, and  coitus,  and  some  degree  of  pruritus ; it  has  been 
regarded  as  the  last  stage  of  vulvitis ; treatment  is  un- 
satisfactory, but  careful  cleansing  of  the  parts,  the  application 
of  yellow  oxide  of  mercury  ointment,  and  the  use  of  dusting- 
powders  (e.g.  boracic)  have  done  good ; excision  may  be 
required. 
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G. 

HEMORRHAGIC  STATES. 

I.  Extra-Uterine  Eregnancy : is  usually  regarded  as 
belonging  to  Obstetrics  rather  ■ than  Gynecology ; is  described 
in  author’s  Essentials  of  Obstetrics,  pp.  106—111. 

II.  Pelvic  Haematocele. 

(A)  Definition  : haemorrhage  into  the  pelvis,  either  into 
the  peritoneal  cavity  {intraperitoneal  hcematocde  or  hcematocele 
proper)  or  into  the  cellular  tissue  {extra-  or  sub-peritoneal 
hcematocele  or  pelvic  hcematoma) ; a symptom  rather  than  a 
distinct  disease. 

(B)  Etiology  : (1)  in  great  majority  of  cases  is  an 
incident  in  the  development  of  an  extra-uterine  pregnancy, 
rupture  of  the  sac  taking  place  either  into  the  peritoneal  sac 
or  into  the  cellular  tissue  of  the  broad  ligament ; (2)  but  in  a 
few  instances  it  may  occur  apart  from  pregnancy,  as  from 
rupture  of  a Graafian  follicle  in  the  ovary,  or  of  veins  in  the 
broad  ligament,  or  of  adhesions  between  organs ; (3)  the 
acting  cause  may  be  strains,  exertion,  and  emotion  during 
menstruation ; (4)  predisposing  causes  are  found  in  hsemo- 
philia,  purpura,  fevers  (exanthemata,  etc.),  and  a varicose 
state  of  veins  of  pelvis  and  lower  limbs ; (5)  most  cases 
occur  between  the  ages  of  twenty-five  and  thirty-five. 

(C)  Pathology  : may  be  any  of  the  changes  associated 
with  rupture  of  an  ectopic  gestation  (tubal  or  ovarian),  such 
as  free  blood  in  peritoneum  or  encysted  or  diffused  blood  in 
broad  ligament  and  in  extraperitoneal  cellular  tissue ; the 
blood  may  have  undergone  various  changes  (clotting,  partial 
absorption,  septic  changes,  etc.);  may  be  signs  of  recent 
rupture  of  a Graafian  follicle  or  of  veins  in  the  broad 
ligament  or  in  adhesive  bands,  but  these  are  less  common 
morbid  changes. 

(D)  Symptoms  and  Physical  Signs:  (1)  the  symptoms 
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are  shock  or  faintness,  pelvic  pain,  vomiting,  low  temper- 
ature, and  rapid  and  weak  pulse,  giving  place  in  a few 
hours  to  the  symptoms  of  reaction  (rigors,  rise  in  tem- 
perature, strong  pulse) ; menorrhagia  is  common ; may  be 
difficulty  in  micturition  and  defeecation  (especially  in  retro- 
hcematocele) ; and  there  is  often  the  history  of  previous 
menstrual  irregularity  : (2)  the  signs  are  abdominal  tenseness, 
tenderness,  and  swelling  (especially  in  hypogastric  region) ; 
per  vaginam,  a resistant  swelling  is  felt  either  through  the 
posterior  fornix  (with  displacement  of  the  uterus  to  the 
front,  the  cervix  lying  high  up)  or  through  one  of  the  lateral 
fornices  (with  displacement  of  the  uterus  to  the  opposite 
side);  this  swelling  is  at  first  tender  and  soft,  and  then 
becomes  harder  and  smaller,  and  finally  may  soften  again  in 
places  (occurrence  of  suppuration) ; by  the  bimanual  the 
uterus  is  found  displaced,  and  capable  of  movement  apart 
from  the  swelling. 

(E)  Diagnosis  : founded  on  history  of  case  (menstrual 
irregularity,  record  of  strain  or  excitement),  on  the  sudden 
occurrence  of  severe  symptoms  of  internal  hsemorrhage  (faint- 
ness, anteraia,  etc.),  and  on  the  physical  signs  above  referred 
to  (swelling  behind  or  at  side  of  uterus,  etc.). 

(F)  Differential  Diagnosis  : (1)  from  rupture  of  ectopic 
gestation,  no  certain  means  of  separation ; (2)  from  pelvic 
peritonitis  (encysted  serous  fluid)  and  pelvic  cellulitis,  may 
distinguish  by  absence  of  sudden  severe  symptoms  of  internal 
blood  loss,  and  by  presence  of  rise  of  temperature  (in  the 
early  stages  of  these  two  inflammatory  states). 

(G)  Prognosis  : (1)  may  prove  rapidly  fatal  (on  account 
of  the  primary  haemorrhage)  or  at  a later  stage  (from 
exhaustion,  septicaemia,  or  pelvic  or  general  peritonitis) ; 
(2)  recovery  by  slow  absorption  of  extravasated  blood,  or 
after  suppuration  and  the  bursting  of  abscesses  into  the 
rectum  or  externally ; (3)  immediate  recovery  may  follow 
operation  (abdominal  section)  and  the  discovery  and  removal 
of  the  cause  of  the  haemorrhage ; (4)  the  chances  of  recovery 
(without  operation)  are  less  in  the  intra-peritoneal  than  in 
the  extra-peritoneal  form. 

(H)  Treatment:  (1)  if  there  be  a strong  suspicion  that 
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the  cause  of  the  hasmorrhage  is  rupture  of  an  ectopic 
gestation,  then  immediate  abdominal  section  should  be 
performed,  the  clots  and  blood  cleared  out,  and  the  bleeding 
point  or  points  ligatured ; it  is  rarely  advisable  to  tap  or 
even  open  a htematocele  per  vaginam,  but  in  the  later  stages, 
if  suppuration  has  occurred,  this  method  of  treatment  may  be 
indicated:  (2)  if  there  be  no  evidence  that  the  hajmatocele 
has  originated  in  an  ectopic  gestation,  palliative  treatment  is 
permissible ; it  takes  the  form  of  rest,  ice-bag  to  hypogastric 
region,  ergotin  hypodermically,  milk  diet,  and  (sometimes) 
stimulant  medicines  (digitalis,  quinine). 


H. 

MENSTRUAL  ANOMALIES. 

I.  Amenorrbcea  and  0LIG0MEN0RRH(EA. 

(A)  Definition  : absence  of  menstruation  or  diminution 
in  the  amount  of  the  discharge ; a symptom  of  several 
different  states.  {Note. — Amenorrhoea  is  physiological,  during 
pregnancy  and  lactation,  before  puberty,  and  after  the 
menopause). 

(B)  Varieties  : (1)  primary,  when  there  never  has  been 
a menstrual  discharge;  (2)  secondary,  when  menstruation  is 
suppressed  after  it  has  been  established  ; (3)  cryptomenorrhoea 
or  hidden  menstruation,  when  structural  anomalies  cause 
retention  of  the  menstrual  products;  (4)  oligomenorrhoea, 
when  the  discharge  is  scanty. 

(C)  Etiology;  (1)  constitutional  causes,  such  as  {a) 

chlorosis,  (&)  commencing  phthisis,  (c)  emotional  conditions, 
{d)  chill,  during  a period,  (e)  melancholia  and  other  forms 
of  insanity,  (/)  the  exanthemata,  and  {g)  some  forms  of 
drug-taking  {e.g.  morphia) ; (2)  local  causes,  such  as 

{a)  malformations,  including  atresia  vagina,  imperforate 
hymen  or  cervix,  or  defective  development  of  the  uterus 
(infantile)  or  of  the  tubes  and  ovaries,  or  (V)  inflammation 
in  and  around  the  uterus. 

(D)  Diagnosis:  (1)  history  of  the  case;  (2)  exclude 
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physiological  causes  such  as  pregnaucy,  lactation,  the  meno- 
pause ; (3)  determine  the  presence  or  absence  of  any 

constitutional  causes  (aneemia,  commencing  phthisis,  melan- 
cholia, etc.),  when  there  will  often  be  a gradually  produced 
oligomenorrhoea  passing  into  complete  amenorrhoea ; (4) 
physical  examination  of  the  pelvis  and  organs,  to  determine 
presence  or  absence  of  malformations  (imperforate  hymen, 
etc.)  or  of  inflammatory  changes. 

(E)  Prognosis:  (1)  good  as  to  future  fertility,  if  causal 
conditions  (local  or  constitutional)  are  removable,  with  or 
without  operation,  and  if  the  patient  be  comparatively  young 
{e.cj.  sixteen  or  seventeen)  and  has  the  secondary  sexual 
characters  (mammary,  etc.)  well  marked ; (2)  but  in  the 
opposite  set  of  conditions  (irremediable  malformations  of 
internal  organs,  etc.),  sterility  is  assured. 

(E)  Treatment:  (1)  remove  causal  constitutional  condi- 
tion, e.g.,  by  iron,  arsenic,  permanganate  of  potash,  etc.  (in 
chlorosis  and  anaemia),  with  regulation  of  the  bowels  (saline 
purgatives)  and  use  of  pulsatilla,  apiol,  or  viburnum  pruni- 
folium ; (2)  operate  for  imperforate  hymen  {g.v.,  p.  192)  or 
(sometimes)  for  vaginal  atresia : (3)  electricity  has  been 
employed  in  delayed  development  of  uterus  and  ovaries  but 
with  doubtful  success. 

II.  Dysmenorrhcea. 

(A)  Definition  : painful  menstruation,  the  pain  being 
sufficiently  severe  to  prevent  the  patient  following  her  usual 
avocation,  and  being  felt  either  in  the  back  (sacralgia),  or  in 
one  or  other  of  the  iliac  regions,  or  in  the  hypogastrium  and 
thighs. 

(B)  Etiological  Varieties: 

(1)  Diathetic  or  Constitutional  or  Functional  dysmen- 
orrhoea : due  to  neurotic  conditions  (neurasthenic  or  neuralgic 
dysmenorrhoea),  or  to  rheumatism  or  gout,  or  to  bad  hygienic 
conditions  (as  in  overworked  shop  girls,  etc.) ; 

(2)  Developmental  Dysmenorrhoea:  due  to  stenosis  of 

the  cervical  canal  or  other  malformations,  not  infrequently 
combined  with  uterine  displacements  {e.g.  pathological  ante- 
flexion) ; 
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(3)  Obstructive,  Corujestive,  or  Spasmodic  Dysrnenorrhoea : 
due  to  inflammation  of  the  uterus  (endometritis,  perimetritis), 
or  of  the  tubes  and  ovaries,  or  of  the  pelvic  peritoneum  and 
cellular  tissue  (especially  utero-sacral  cellulitis) ; or  to  dis- 
placements of  the  uterus  (retroflexion,  anteflexion),  or  ovaries 
(prolapse) ; or  to  fibroid  tumours  or  polypi. 

(4)  Membranous  Dysmenorrhoea : due  to  the  formation, 
separation,  and  expulsion  of  a membranous  cast  of  the  uterine 
interior  (“  shape  of  an  isosceles  triangle  ”),  consisting  chiefly 
of  recent  blood-clot  with  fragments  of  organised  tissue,  but 
with  no  glands  or  large  decidual  cells. 

(C)  Symptoms  : the  pain  may  be  present  during  the 
whole  process  of  rnenstruation,  or  it  may  precede  the  flow 
and  last  only  for  the  first  two  days  (congestive) ; it  may 
be  associated  with  excessive  menstrual  discharge  or  with 
a scanty  flow ; with  the  expulsion  of  a clot  or  clots  or  a 
membranous  cast  or  with  no  such  phenomenon ; there  may 
be  severe  constitutional  disturbance  (vomiting,  headache, 
etc.). 

(D)  Diagnosis:  (1)  of  the  dysmenorrhoea:  founded 

chiefly  on  patient’s  statements  and  her  inability  to  do  her 
daily  work ; (2)  of  the  etiological  variety : founded  in  a 
married  woman  upon  a vaginal  and  bimanual  examination 
(detection  of  inflammation,  displacement,  malformation,  etc.) ; 
in  an  unmarried  patient,  more  upon  symptoms  and  history  at 
first,  but,  later,  upon  physical  examination. 

(E)  Prognosis  : good  if  cause  be  removable ; grave,  so 
far  as  continued  suffering  is  concerned,  when  cause  is  not 
removable  or  undiscoverable  {e.g.  membranous  variety). 

(F)  Treatment:  (1)  try  general  treatment  first,  especially 
if  patient  be  an  unmarried  girl,  and  avoid  physical  examina- 
tion {e.g.  regulation  of  bowels,  saline  purge  before  the 
menstrual  flow,  enemata,  exercise  in  open  air,  hygienic 
clothing  and  diet,  anti-rheumatic  or  anti-gout  remedies,  simple 
sedatives  and  hypnotics,  such  as  trional,  sulphonal,  bromides 
of  sodium  and  ammonium,  spirit  of  chloroform,  etc.,  but  not 
alcohol  or  morphia)  ; (2)  if  patient  be  married,  or  if,  although 
unmarried,  general  means  fail,  may  try  vaginal  douching  and 
ichthyol  plugs  in  intermenstrual  periods,  counter-irritation  in 
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ilia^  regions,  dilatation  of  cervical  canal,  straightening  of  a 
flexion  or  replacement  of  a version,  curetting  of  uterus, 
removal  of  a polypus,  an  imitation  abdominal  section 
(division  of  skin  near  umbilicus  under  an  ansesthetic)  or  a 
real  section  with  removal  of  tubes  and  ovaries,  or  the  Weir- 
Mitchell  treatment  (seclusion,  forced  feeding,  massage  and 
electricity,  iron). 

{Note. — Intermenstrual  pain,  mid-pain,  or  Miitelschmerz, 
occasionally  occurs,  and  is  apt  to  be  associated  specially  with 
the  ovarian  variety  of  dysmenorrhoea  (oophoritis,  ovarian 
prolapse)  or  with  tubal  disease,  and  to  be  very  rebellious  to 
treatment.) 

■'  I 

III.  Menorrhagia  and  Metrorrhagia. 

(A)  Definition:  excessive  bleeding  (1)  at  or  (2)  between 
the  menstrual  periods ; a symptom,  not  a disease. 

(B)  Causes:  (1)  constitutional,  such  as  alcohohsm, 
hepatic,  cardiac,  and  renal  disease,  fevers,  and  haemophilia ; 
(2)  local,  such  as  fibroids  of  uterus,  cancer  or  sarcoma,  polypi, 
retention  of  products  of  conception  (incomplete  abortion), 
subinvolution,  displacements  (retroversion,  inversion),  inflam- 
mation (haemorrhagic  endometritis,  polypous  endometritis, 
•salpingo-oophoritis,  etc.),  and  some  ovarian  tumours  {Note. — 
Constipation  may  be  the  sole  cause). 

(C)  Symptoms  and  Physical  Signs:  (1)  increased  amount 
of  menstrual  or  intermenstrual  blood  loss ; (2)  symptoms  due 
to  the  anaemia  following  the  blood  loss ; (3)  various  conditions 
(displacements,  enlargements,  etc.)  discovered  on  physical 
examination. 

(D)  Treatment:  (1)  must  consist  in  removal  or  ameliora- 
tion of  the  causal  condition,  e.g.  correction  of  constipation,  or 
of  hepatic  congestion  {e.g.  euonymin),  or  of  cardiac  weakness 
{e.g.  digitalis),  replacement  of  displaced  uterus,  curettage  I'or 
endometritis,  hysterectomy  for  uterine  fibroids  or  cancer  or 
sarcoma ; (2)  in  unmarried  girls  and  in  cases  where  no 
obvious  cause  is  found,  may  give  ergot  ^ or  ergotin  by  mouth 
or  as  rectal  suppository  or  as  hypodermic  injection ; (3)  in 

^ Hydrastis,  hamamelis,  stypticin,  etc.,  may  be  tried,  but  the  gynecologist 
generally  returns  to  ergot. 
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emergency  cases,  vaginal  plugging  or  hot  douching  (120°  R) 
may  be  required  to  prevent  death  from  great  blood  loss  and 
to  give  time  for  operation. 

IV.  LEUGORRlIOiA. 

(A)  Definition  : a “ white  ” discharge  from  the  genital 
tract  occurring  in  the  intermenstrual  period,  or  in  childhood 
and  old  age  (apart  from  menstruation)  ; a symptom,  not  a 
disease  in  itself. 

(B)  Varieties  : (1)  regional,  such  as  {a)  vulvar,  (b) 
vaginal,  (c)  uterine  (i,  cervical ; ii,  corporeal),  {cl)  tubal ; (2) 
age,  such  as  (a)  in  children  (usually  vulvar),  (b)  in  unmarried 
girls  (usually  due  to  constitutional  causes),  (c)  in  married 
women  (due  to  inflammatory  states,  tumours,  etc.),  and  (d)  in 
old  women  (may  point  to  cancer) ; (3)  causal,  such  as  {a) 
idiopathic  (catarrhal  state  with  no  permanent  structural 
lesions,  as  in  anaemic  or  delicate  girls,  or  from  emotion,  etc.), 
(&)  specific  (especially  gonorrhoeal),  and  (c)  symptomatic  (as 
in  diseases  of  the  genital  organs  themselves  (vulvitis,  vaginitis, 
endocervicitis,  endometritis,  salpingitis),  or  from  the  heart  or 
liver,  or  from  wearing  pessaries,  want  of  cleanliness,  presence 
of  parasites,  etc.). 

(C)  Physical  Characters  of  the  Discharge:  (1) 
reaction,  acid,  if  from  vagina  or  vulva ; alkaline,  if  from 
uterus  (body  and  cervix)  or  Fallopian  tubes;  {2)  colour, 
colourless  (as  in  urinary  fistulse,  cancer  of  cervix),  whitish 
and  viscid  (as  in  endometritis,  endocervicitis,  salpingitis), 
creamy  or  yellowish  white  (as  in  vaginitis),  mucous  (as  in 
vulvitis),  or  purulent,  yellowish  or  greenish  (as  in  metritis, 
salpingitis,  vaginitis,  vulvitis)  ; (3)  quantity,  profuse  or  scanty  ; 
(4)  microscopic  constituents,  such  as  fiat  epithelial  cells 
(vaginitis  and  vulvitis),  columnar  epithelial  cells,  with  or 
without  cilia  (endometritis,  endocervicitis) ; (5)  odour,  un- 
pleasant, heavy,  or  foetid,  or  intensely  foetid. 

(D)  Treatment  : remove  cause  {vide  treatment  of  various 
morbid  states). 

V.  Vicarious  Menstruation  or  Xenomenia  {vide 
p.  30). 
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STERILITY. 

(A)  Definition  : non  - occurrence  of  conception  and 
pregnancy  during  the  reproductive  period  of  life. 

(B)  Synonyms:  infertility;  infecundity;  unproductiveness. 

(C)  Varieties  : (1)  absolute  or  primary  (in  which  no 
pregnancy  follows  marriage,  four  years  at  least  having 
elapsed),  and  relative  or  secondary  (in  which  one  child  alone 
is  born  after  marriage,  or  abortions  occur ; in  which  there  are 
only  two  or  three  pregnancies  in  the  course  of  fifteen  or 
twenty  years) ; (2)  female,  in  which  some  cause  exists  in  the 
woman,  and  male,  in  which  the  defect  lies  in  the  father 
(impotence). 

(D)  Etiology:  many  causes;  (1)  malformations,  such  as 
absence  or  rudimentary  development  of  the  uterus,  annexa, 
and  vagina,  imperforate  hymen,  short  vagina,  conical  cervix 
with  “ pinhole  os,”  etc. ; (2)  inflammations,  such  as  oophoritis, 
salpingitis,  peritonitis,  endometritis,  cervicitis,  vaginitis  ; (3) 
displacements,  such  as  ovarian  prolapse,  uterine  anteflexion, 
etc. ; (4)  neoplasms,  such  as  uterine  or  ovarian  cancer,  sarcoma, 
■fibroids,  or  cysts ; (5)  uterine  subinvolution  and  superinvolu- 
tion, and  cervical  lacerations  ; (6)  vaginismus,  dyspareunia, 
caruncle,  and  nervous  causes ; (7)  syphilis,  gonorrhoea,  and 
toxic  causes  (alcoholism,  lead  poisoning,  etc.) ; (8)  incom- 
patibility and  ignorance  of  husband  and  wife,  or  use  of 
“checks”;  (9)  perhaps  consanguinity  and  depressed  states 
of  the  general  health;  and  (10)  causes  in  the  male.  {Vide 
Text-Books  of  Surgery.) 

(E)  Treatment  : remove  the  cause  (if  possible)  by 
hygienic,  medical,  or  surgical  means ; do  not,  as  a rule, 
operate  unless  a morbid  state  distinctly  indicating  interfer- 
ence be  present ; remember  possibility  of  male  impotence ; in 
some  cases,  artificial  impregnation  has  been  recommended. 
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NERVOUS  AFFECTIONS. 

I.  Vaginismus. 

(A)  Definition  : a hyperassthetic  state  of  the  vulvar 
orifice  or  of  the  vaginal  roof  leading  to  a painful  spasm 
during  coitus ; a symptom,  not  a separate  morbid  entity. 

(B)  Etiology  ; fissures,  or  ulcers  of  the  margin  of  the 
vulva,  or  in  the  neighbourhood  of  the  hymen  or  of  its  remains  ; 
a urethral  caruncle ; vaginitis  or  vulvitis ; fissure  of  the 
anus  ; prolapse  of  ovary  ; etc. 

(C)  Symptoms  : distension  of  the  vaginal  orifice  or  even 
touching  the  vulva  excites  a painful  spasmodic  contraction 
of  the  bulbo-cavernosi  and  other  vulvar  muscles  {inferior 
vaginismus)  or  the  levatores  ani  {superior  vaginismus) ; 
dyspareunia  results ; sterility  follows ; general  health  may 
suffer  and  domestic  unhappiness  ensue. 

(D)  Diagnosis  ; history  of  the  case ; discovery  of  one 
or  other  of  the  causal  states  (caruncle,  fissure,  ulcer,  etc.) ; 
examination  per  vaginam  may  set  up  the  spasm. 

(E)  Peognosis  : usually  good,  for  cause  is  commonly 
removable. 

(E)  Treatment:  (1)  general,  consisting  in  administration 
of  tonics  and  medicines  to  counteract  neurotic  and  hysterical 
state;  (2)  local  applications,  such  as  soothing  lotions  or 
ointments  (cocain,  belladonna,  morphia,  iodoform)  ; (3)  opera- 
tive measures,  such  as  excision  of  hymen  or  of  hymeneal 
remains,  removal  of  urethral  caruncle,  division  of  fissures, 
touching  ulcers  with  caustic  (nitrate  of  silver  stick),  or 
forcible  dilatation  and  packing  of  vulvar  orifice  and  vagina 
under  an  anaesthetic,  followed  by  the  wearing  of  a vaginal 
(conical)  dilator  for  a certain  time  daily. 

II.  COCOYGODYNIA. 

(A)  Definition  : acute  pain  in  the  neighbourhood  of  the 
coccyx,  occurring  during  sitting  or  walking,  or  in  the  act  of 
defsecation,  accompanied  by  tenderness  on  pressure  over  the 
coccyx. 
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(B)  Etiology  : falls  or  blows  on  the  coccyx  ; fracture  or 
dislocation  of  the  coccyx  in  labour  (especially  in  elderly 
primiparte) ; exercise  on  horseback ; rheumatism  ; hysteria  ; 
anal  or  rectal  disease. 

(C)  Treatment:  {1)  general,  tonics;  (2)  local,  removal  of 
any  known  cause  ; (3)  operative,  such  as  {a)  massage  of  the 
parts,  (6)  separation  of  the  ligamentous  and  muscular  attach- 
ments of  the  coccyx  with  a tenotomy  knife,  or  (c)  excision  of 
the  bone. 

III.  PR URITUS  V UL  VjE. 

/ 

(A)  Definition  : an  intensely  irritating  and  itchy  con- 
dition of  the  vulva,  diie  to  several  different  causes  ; a symptom 
rather  than  a disease. 

(B)  Etiology  : local  causes,  such  as  irritating  discharges 
(leucorrhoea,  cancer  of  cervix),  diabetes  mellitus,  parasites 
(thread-worms,  pediculi)  causing  vulvitis,  friction,  and  the 
congestion  of  early  pregnancy  and  the  menstrual  period ; 
reflex  or  constitutional  causes,  such  as  gout,  constipation, 
portal  congestion,  the  menopause,  alcoholism,  Bright’s  disease, 
etc. 

(C)  Pathology  : “ subacute  inflammation  of  the  papillae 
of  the  skin  and  progressive  fibrosis  of  the  nerves  and  Pacinian 
bodies  ” (J.  C.  Webster). 

(D)  Symptoms  and  Physical  Signs  : periodic  attacks  of 
intense  itchiness,  especially  in  the  neighbourhood  of  the 
clitoris  and  vestibule ; the  skin  and  mucous  membrane  are 
red,  shining,  or  somewhat  oedematous,  and,  in  later  stages, 
show  the  lesions  due  to  scratching. 

(E)  Diagnosis  : consists  chiefly  in  an  attempt  to  discover 
the  cause,  e.g.  test  urine  for  sugar,  examine  skin  for  eczema 
or  parasites,  inspect  vagina  and  cervix  for  irritating  dis- 
charges, etc. 

(F)  Prognosis  : apt  to  be  very  intractable. 

(G)  Treatment:  (1)  remove  the  cause,  local  or  con- 
stitutional, by  appropriate  means  (medicinal  or  dietetic  or 
hygienic) ; (2)  ameliorate  the  chief  symptom  (the  itching)  by 
careful  cleansing  of  the  parts  (with  a super-fatted  soap), 
soothing  alkaline  baths,  or  lotions  (hydrocyanic  acid,  chloral. 
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cocaine,  menthol,  subacetate  of  lead,  etc.),  or  ointments 
(cocaine,  belladonna,  morphia,  etc.),  or  (in  the  worst  cases)  by 
astringent  or  caustic  applications  or  even  by  excision  of  areas 
of  affected  skin. 

IV.  Neurasthenia. 

(A)  Definition  : the  “ fatigue  neurosis.” 

(B)  Etiology  : pelvic  disease  (displacements,  lacerations, 
inflammations,  adhesions)  often  exists  coincidently  with 
neurasthenia,  and  may  contribute  to  it ; neurasthenia  often 
leads  to  the  discovery  of  pelvic  lesions  by  exaggerating  the 
patients’  sensitiveness  to  minor  aliments. 

(C)  Symptoms:  (1)  sensory  fatigue  or  tiredness,  becoming 
pain  (if  persistent),  and  taking  the  form  of  headache  {e.g. 
occipital),  backache,  spinal  irritation,  painful  areas  {e.g.  under 
right  shoulder),  and  defective  vision;  (2)  motor  fatigue, 
showing  itself  as  muscular  weakness,  tremor,  or  disordered 
reflexes  ; (3)  visceral  fatigue,  showing  itself  in  a multitude  of 
ways  in  connection  with  the  heart’s  action,  digestion,  urina- 
tion, etc. ; (4)  mental  fatigue,  showing  itself  in  loss  of  memory, 
rapid  exhaustion  under  intellectual  effort,  emotional  irrit- 
ability, vague  fears,  etc. 

(D)  Treatment  : abundant  food ; time  for  sleep ; the 
Weir-Mitchell  treatment  in  all  severe  cases ; operations  or 
imitation-operations  for  pelvic  lesions  (in  carefully  selected 
cases). 

V.  Hysteria. 

(A)  Definition:  a neurosis  of  psychic  origin,  with  many 
and  various  symptoms. 

(B)  Etiology  : causes  are  heredity,  moral  emotion, 

injuries,  fevers,  infections,  etc.,  but  probably  not  the  diseases 
and  infections  of  the  genital  organs  in  particular. 

(C)  Symptoms:  (1)  sensory  phenomena,  especially  anaes- 
thesia (unilateral  areas,  stigmata,  etc.),  hyperaesthesia  {e.g. 
“ ovarian  ” tenderness,  pain  under  the  breast),  and  dysaesthesia 
(haphalgia,  allochiria) ; (2)  motor  phenomena,  such  as  con- 
vulsive seizures,  paralysis,  contractures,  tremors,  saltatory 
spasms,  and  astasia-abasia;  (3)  visceral  phenomena,  such  as 
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dyspnoea,  cough,  aphonia,  vomiting,  angina,  etc. ; and  (4) 
mental  phenomena,  such  as  amnesia,  impressionability,  etc. 

(D)  Treatment  : sympathy  combined  with  firmness ; 
Weir-Mitchell  treatment  (seclusion,  massage,  feeding,  electri- 
city, etc.) ; operations  on  the  pelvic  organs  are  rarely  neces- 
sary or  advisable ; in  unmarried  girls,  avoid  unnecessary 
vaginal  and  bimanual  examinations.  {Note. — Tor  full  details, 

vide  Text-Books  of  Medicine.) 


14 


IV 

GYNECOLOGICAL  THEEAPEUTICS 


il 


t 


( i 


-i 


r 4 


.r  '■  , V' 

.'.  . - : '--.  . ■ 


, . » , ..  ., 


..1^.  , 


-^  sw  ' 


• ' 1 ‘.V  i^^^ »■'  'S  '■  '■*• 


■ & ' ■ .'■'  ■' 


; V p.  ^ 

•■'/*•'.  'v-‘:'-!j-'.  ■ ■>< 


■'  **-■'■*.-'  ' '£j3|9||K 


IV 


GYNECOLOGICAL  THERAPEUTICS 

A. 

MINOR  GYNECOLOGICAL  PROCEDURES.^ 

I.  Vaginal  Boughing. 

(A)  Definition  : the  application,  for  various  purposes,  of 
medicinal  substances  in  solution  or  of  water  alone  to  the 
interior  of  the  vaginal  canal. 

(B)  Eequisites;  (1)  the  douch  itself,  which  may  be  {a) 
a Higginson  enema  syringe  with  a vaginal  tube  or  a special 
two-way  tube,  or  (b)  a vessel  of  metal  (“  douche-can  ”)  or 
indiarubber,  with  a tube  attached  to  it,  a stop-cock,  and  a 
vaginal  glass  or  vulcanite  nozzle,  or  (c)  an  indiarubber  tube 
weighted  at  one  end  with  lead  (“  sinker  ”)  and  furnished  at 
the  other  with  a vaginal  nozzle,  which  can  be  made  to  act  on 
the  principle  of  the  syphon]  (2)  the  lotion,  which  may  be 
plain  water  at  various  temperatures,  or  water  containing 
various  materials  in  solution ; and  (3)  a suitable  vessel,  such 
as  a bed-pan,  douche-pan,  or  bidet,  to  receive  the  lotion 
flowing  from  the  vagina. 

(C)  Mode  of  Use  : (1)  may  be  given  (sometimes)  by  the 
patient  herself  or  by  a nurse,  but  the  medical  man  ought  to 
give  instructions  as  to  {a)  the  strength  of  the  solution,  (&)  its 
temperature,  and  (c)  the  quantity  to  be  injected ; (2)  the 
Higginson  syringe  requires  to  be  worked  by  hand,  and  is 
therefore  inconvenient,  whereas  the  syphon  douche  when 
once  started  runs  easily,  and  the  douche-can  simply  requires 

^ The  therapeutic  uses  of  the  volsella,  the  sound,  and  the  curette  have 
already  been  referred  to  {vide  pp.  59,  62,  and  64). 
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to  be  hung  on  a nail  a little  above  (one  to  two  feet)  the  level 
of  the  patient;  (3)  for  ordinary  cleansing  purposes  tepid  water 
(85°  to  90°  F.)  is  used,  for  inflammatory  states  it  may  be 
given  at  a temperature  of  100°  to  110°  F.,  and  to  arrest 
htemorrhage  at  a heat  of  from  118°  to  120°  F. ; (4)  the 
lotion  may  contain  {a)  an  antiseptic  such  as  carbolic  acid  in 
the  strength  of  1 in  40  (1  oz.  of  pure  carbolic  acid  to  a quart 
of  water),  or  perchloride  of  mercury  in  the  strength  of  1 in 
2000  (1  “ soloid  ” (B.  W.  & Co.)  in  two  pints  of  water),  or  lysol 
(1  per  cent.),  or  boracic  acid  (3  drms.  in  a quart  of  water),  or 
(5)  an  astringent  such  as  sulphate  of  copper  (1  drm,  in  a 
quart  of  water),  or  alum  (3  drms.  in  a quart  of  water),  or 
sulphate  of  zinc  (2  drms.  in  a quart  of  water),  or  (c)  a 
sedative  such  as  tincture  of  belladonna  (4  drms.  in  a pint  of 
of  water),  or  tincture  of  hyoscyamus  (4  drms.  in  a pint  of 
water),  or  {T)  a disinfectant  or  deodorant  .such  as  vinegar 
(wineglassful  to  a quart),  or  Condy’s  fluid  (wineglassful  to  a 
quart) ; (5)  the  patient  is  in  the  dorsal  posture,  she  lies  on  a 
bed-pan  or  douche-pan  (part  of  which  is  covered  with  a 
towel),  underneath  which  is  an  oilcloth  or  Mackintosh  or  a 
Kelly-pad,  and  the  nurse  thoroughly  washes  the  external 
genitals ; (6)  the  nurse  washes  her  own  hands,  takes  the 
douche  nozzle  (glass),  which  has  previously  been  sterilised 
(by  boiling),  and,  after  seeing  that  the  lotion  is  running 
freely  through  it,  introduces  it  through  the  vulvar  orifice 
(holding  the  labia  apart  with  the  fingers  of  the  left  hand), 
and  directs  it  downwards  and  backwards  (in  the  direction  of 
the  vaginal  canal)  along  the  posterior  vaginal  wall  for  a 
distance  of  two  or  three  inches ; (7)  the  fluid  is  then  allowed 
to  flow  through  the  vagina  and  out  into  the  receiver  till  one, 
two,  or  three  quarts  of  the  fluid  have  been  given,^  and  care  is 
taken  that  the  nozzle  is  not  pushed  into  the  cervix,  that  the 
tin  is  not  elevated  too  much,  and  that  air  is  not  injected ; 
(8)  after  the  douche  is  flnished  the  parts  are  dried,  and  any 
wet  towels,  etc.,  are  removed. 

(D)  Purposes:  (1)  cleansing  (as  by  tepid  water  or  weak 
solution  of  Condy  twice  a week  or  during  operations) ; (2) 
sedative  (as  by  hot  water  at  1 1 0°  F.  in  various  inflammatory 

^ A small  douche  tin  may  have  to  be  filled  several  times. 
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states)  ; (3)  astriugeut  (as  by  hot  water  at  120°  in  haemor- 
rhages and  marked  leucorrhoea)  ; or  (4)  deodorant  (as  by 
vinegar  and  tepid  water  in  cancer  of  the  cervix). 

II.  Vagiral  Tampons  or  Plugs. 

(A)  Definition:  applications  consisting  of  cotton  wool, 
iodoform  gauze,  etc.,  introduced  into  the  vagina  with  the  view 
of  checking  haemorrhage,  supporting  the  uterus,  or  relieving 
inflammation. 

(B)  Eequisites  : (1)  packing  material,  such  as  strips  of 
iodoform  or  sterilised  gauze  or  pledgets  of  cotton  wool,  with 
string  or  fine  twine  (boiled);  (2)  in  certain  cases  some 
medicinal  substance  (glycerine,  or  ichthyol  and  glycerine  in  a 
5 per  cent,  solution)  with  which  it  can  be  impregnated ; and 
(3)  a Sims’  (or  tubular)  speculum,  packing  forceps,  and  scissors. 

(C)  Mode  of  Use:  (1)  the  glycerine  or  ichthyol  plug 
(as  in  cases  of  inflammation,  congestion,  and  displacement 
of  the  uterus  or  ovaries)  : soak  cotton  wool  in  glycerine  (or 
ichthyol  and  glycerine)  until  it  is  thoroughly  moist  (4  drms. 
to  1 oz.) ; shape  it  into  a ball  about  size  of  a hen’s  egg, 
attach  a piece  of  twine  to  it,  and  introduce  it  into  the 
vaginal  fornix  (posterior),  either  directly  with  fingers  or 

'through  a Sims’  speculum,  the  end  of  the  twine  being  left 
hanging  out  of  the  vulva ; instruct  the  patient  to  remove  it 
by  drawing  on  the  string,  twenty-four  hours  later,  and  then 
to  use  a hot  vaginal  douche ; warn  her  that  there  may  be 
some  discharge  from  the  vagina  during  the  wearing  of  the 
tampon ; (2)  the  iodoform  (or  sterilised)  gauze  plug  (as  in 
cases  of  haemorrhage) : take  pledgets  or  balls  of  gauze  and 
tie  them  together  in  a series  with  twine  (kite-tail  plug)  or 
strips  of  iodoform  gauze  about  two  inches  wide  and  a yard 
long,  introduce  them  with  packing  (or  long  dressing)  forceps 
through  a Sims’  speculum  (gradually  withdrawn)  until  the 
vagina  is  distended,  and  leave  them  in  position  for  twenty- 
four  hours  (unless  discharge  come  past  them  earlier) ; 
(3)  the  supporting  plug  (as  in  cases  of  prolapse  of  the  uterus 
or  ovary) : pack  the  vagina  with  marine  lint  (through  a 
speculum),  and  renew  the  packing  every  third  day. 
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(D)  Purposes  : (1)  soothing  and  deobstruent  (as  by 
ichthyol  and  glycerine  tampons)  in  inliammatory  and  con- 
gestive states  of  the  uterus  and  its  annexa  and  in  vaginitis ; 

(2)  checking  h£emorrhage  (as  by  cotton  wool  or  iodoform 
gauze)  in  abortions  or  in  the  after-treatment  of  operations ; 

(3)  retaining  organs  or  pessaries  in  position  (as  by  cotton 
wool  or  marine  lint)  in  prolapse  of  the  uterus  or  ovaries,  or 
in  retroversion. 

Ill  Intra-uterine  Irrigation. 

(A)  Definition  ; application  of  water  or  of  substances 
dissolved  in  water  to  the  interior  of  the  uterus. 

(B)  Eequisites  : a Fritsch  two-way  or  double-channelled 
catheter  (or  an  ordinary  vaginal  nozzle  in  glass  or  hard 
rubber);  douche  can;  receiver;  solution  (water  at  120°  F. 
for  haemorrhage,  or  solution  of  1 in  4000  perchloride  of 
mercury  at  100°  F.  for  puerperal  sepsis,  etc.),  and,  in  some 
cases,  cervical  dilators. 

(C)  Mode  of  Use:  (1)  the  external  genitals  and  vagina 
must  be  cleansed ; (2)  the  catheter  or  tube  is  guided  carefully 
through  the  cervical  canal  (which  should  be  sufficiently 
dilated  to  allow  it  to  pass  easily)  into  the  uterine  cavity ; 
(3)  care  must  be  taken  that  the  return  fluid  is  coming  away 
either  by  the  side  of  the  tube  or  through  the  two-way 
catheter  (so  as  to  avoid  the  risk  of  the  fluid  passing  into  the 
peritoneum  vid  the  Fallopian  tubes) ; (4)  the  douche-can 
must  not  be  elevated  much  above  the  level  of  the  patient, 
so  as  not  to  cause  too  great  a head  of  water ; (5)  a strip  of 
gauze  may  be  packed  into  the  uterus  after  the  douche  has 
been  given ; (6)  when  carbolic  or  lysol  lotion  is  employed  it 
is  well  to  wash  out  the  uterus  afterwards  with  sterilised 
water. 

(D)  Indications:  (1)  after  curettage  or  operations  on 
the  interior  of  the  uterus  to  remove  fragments  of  tissue,  etc. ; 
(2)  in  post-abortum  or  post-partum  sepsis  originating  in 
intra-uterine  saprsemia  from  retention  of  fragments  of  the 
decidual  membranes  or  of  the  placenta ; (3)  in  haemorrhage 
from  the  interior  of  the  uterus  (most  often  for  an  obstetrical 
cause,  such  as  post-partum  haemorrhage). 
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IV.  lRTRA-UTi:RINjE  PACKING. 

(A)  Definition  : filling  the  uterine  cavity  with  some 
material,  such  as  gauze,  to  check  haemorrhage  or  act  as  a 
drain. 

(B)  Eequisites:  two  volsellae;  cervical  dilators;  a pair  of 
packing  forceps  (long,  curved  dressing  forceps) ; an  unopened, 
tin  or  jar  of  iodoform  or  sterilised  gauze. 

(C)  Mode  of  Use  : after  such  an  operation  as  curettage, 
a strip  of  gauze  (about  2 in.  broad)  is  carried  by  a pair  of 
packing  forceps  into  the  uterine  cavity  (the  cervix  being  held 
in  a fixed  position  by  the  volsellae),  the  forceps  is  withdrawn 
(leaving  the  gauze),  and  a second  segment  of  the  gauze  is 
introduced  in  the  same  way,  and  so  on,  till  the  uterus  is 
filled ; if  no  previous  operation  {e.g.  curettage)  has  been  per- 
formed, cervical  dilatation  will  require  to  be  performed  first ; 
the  packing  should  be  withdrawn  in  twenty-four  hours. 

(D)  Indications  : (1)  to  act  as  an  antiseptic  dressing 
for  the  interior  of  the  uterus,  as  after  curettage ; (2)  to  serve 
as  a drain  for  the  removal  of  discharge  in  endometritis,  and 
after  operations ; (3)  to  check  haemorrhage  from  the  uterine 
interior.  (For  use  in  post-partum  haemorrhage,  vide  Author’s 
Essentials  of  Obstetrics,  p.  212.) 

V.  Vaginal  Applications  in  the  form  of  Medi- 
cated Pessaries. 

(A)  Definition  : the  application  of  medicinal  substances, 
in  the  form  of  suppositories,  to  the  vaginal  canal. 

(B)  Desceiption  : the  vaginal  pessary  is  a mass  of  cacao 
butter,  or  gelatin  (or  wax),  shaped  like  a Greener,  or  Minie 
bullet,  containing  a medicament  (such  as  belladonna),  and 
weighing,  as  a rule,  two  drachms. 

(C)  Method  of  Use  ; the  pessary  can  be  introduced  by 
the  patient  herself ; it  is  held  lightly  between  the  forefinger 
and  thumb  of  the  right  hand  and  pushed  upwards  and  back- 
wards into  the  upper  part  of  the  vagina ; a diaper  may  be 
worn,  as  some  discharge  may  be  produced  by  the  melting  of 
the  pessary. 

(D)  Purposes:  (1)  to  aid  absorption  of  deposits  in 
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cliroiiic  intlammatory  states  (as  by  ichthyol,  half  a drachrii,  to 
a drachm  and  a half  of  glycerin  suppository  mass) ; (2)  to 
allay  pain  (as  by  morphia,  gr.,  or  bromide  of  potash, 
10  gr.) ; (3)  to  act  as  an  antiseptic  (as  by  carbolic  acid, 
5 gr.) ; or  (4)  for  an  astringent  action  (as  by  alum,  15  gr.). 
{Note. — The  medicated  pessary  is  a more  elegant  and  con- 
venient way  to  produce  many  of  the  effects  usually  obtained 
by  the  vaginal  tampon.) 

VI.  Intra-uterine  Applications. 

(A)  Definition  : the  introduction  of  medicinal  sub- 
stances, generally  caustics,  into  the  uterine  interior. 

(B)  Requisites  : Sims’  speculum  and  volsella,  to  expose 
and  fix  the  cervix ; a uterine  sound,  Playfair  probe  or  porte 
caustique  ; and  the  liquid  or  solid  substance  which  it  is  pro- 
posed to  introduce  {e.g.  iodised  phenol,  or  stick  of  nitrate  of 
silver,  or  pencil  of  iodoform). 

(C)  Mode  of  Use  ; most  commonly  a caustic,  such  as 
iodised  phenol,  is  applied  on  a sound  or  Playfair  probe 
(dressed  with  cotton  wool)  as  part  of  the  operation  of 
curettage ; the  use  of  solid  applications  is  comparatively  rare 
at  the  present  time  and  is  not  free  from  danger. 

(D)  Indications  : (1)  chronic  endometritis,  especially  of 
the  hsemorrhagic  variety ; (2)  sapraemic  condition  of  uterine 
interior  after  abortion  or  labour  (as  by  pencils  or  crayons  of 
iodoform). 

VII.  Curettage. 

(A)  Definition  : the  scraping  of  tlie  cervix,  cervical 
canal,  uterine  interior,  or  (rarely)  the  vaginal  walls  with  a 
scoop  or  curette. 

(B)  Requisites  : anaesthetic ; Sims’  speculum  or  vaginal 
retractors ; two  volsellae ; two  uterine  sounds  or  Playfair 
probes ; a set  of  metal  cervical  dilators ; a recently  sharpened 
curette  (Martin’s,  or  the  flushing) ; a vaginal  douche  with 
intra-uterine  tube  (Fritsch  two-way  catheter)  ; a pair  of  curved 
dressing  forceps ; iodoform  gauze  (for  pledgets  and  for  pack- 
ing) ; iodised  phenol ; and  antiseptic  lotion  {e.g.  lysol).  The 
Kelly  pad  and  a “ crutch  ” are  useful  adjuncts. 


G YNECOLOGICAL  THE  RAPE  UTICS 


219 


(C)  Opekative  Details  : 

(1)  Preparatory : (a)  aseptic  precautions  on  the  part  of 
the  operator,  for  himself  and  his  instruments  ; {h)  cleansing 
of  the  patient,  especially  of  the  vulva  (soap  and  water  and 
lysol)  and  vagina  (douche) ; (c)  bladder  and  bowels  empty ; 

{d)  patient  in  dorsal  position  on  operating  table  (in  a good 
light)  upon  the  Kelly  pad  ; {e)  anaesthetic  administered. 

(2)  Stage  of  cervical  dilatation  : (a)  fix  patient  in  lith- 

otomy posture  with  “ crutch  ” or  two  assistants ; (&)  expose 
cervix  with  speculum  or  retractors,  and  draw  it  down  and 
fix  it  with  two  volsellie  (one  attached  to  anterior,  other  to 
posterior  lip) ; (c)  pass  sound  to  gauge  length  and  direction 
of  uterus ; (d)  commence  dilatation  with  smallest  size  of 
dilators,  and  go  on  introducing  larger  ones,  allowing  from 
fifteen  to  twenty  minutes  for  dilatation  up  to  a calibre 
sufficient  to  allow  entrance  of  forefinger.  {Note. — Make  sure 

that  each  dilator  passes  the  internal  os). 

(3)  StcLge  of  curettage  : (a)  introduce  curette,^  holding  it 
loosely  in  the  hand  and  not  forcing  it  in ; {b)  scrape  the 
walls  systematically  (anterior,  left  lateral,  posterior,  right 
lateral),  and  pay  special  attention  to  the  fundus  and  upper 
angles ; (c)  the  uterus  may  be  fixed  by  operator’s  left  hand 
applied  over  abdomen  ; (d)  when  the  muscular  coat  is  reached 
■a  creaking  sound,  le  cri  uUrin,  is  produced,  indicating  removal 
of  the  mucous  membrane  ; (e)  after  each  scraping,  the  contents 
of  the  curette  are  to  be  washed  off  into  a tumbler  of  sterilised 
water ; (/)  wash  out  fragments  from  the  uterus  by  intra- 
uterine douche  or  flushing  curette. 

(4)  Stage  of  hcemostasis : {a)  apply  iodised  phenol  (on 
dressed  sound  or  Playfair  probe)  to  uterine  interior  (guarding 
vagina  by  cotton  wool) ; (f)  pass  strip  of  iodoform  gauze  into 
uterine  interior  (by  pair  of  curved  packing  forceps) ; (c)  pack 
vagina  with  gauze ; {d)  cleanse  external  genitals ; (e)  give 
hypodermic  injection  of  ergo  tin. 

’ Instead  of  a curette,  an  ecouvillon  or  brush,  consisting  of  a wire  stem  with  'ht 
short  strong  quills  projecting  from  it,  may  be  used.  This  is  employed  to  scrub 
the  interior  of  the  uterus,  especially  when  it  is  suspected  that  puerperal  debris 
is  present.  After  such  scraping,  an  ecouvillon  soaked  in  creosote  and  glycerin 
(1-5)  is  introduced,  and  the  interior  packed  with  a strip  of  iodoform  gauze. 

This  is  the  operation  of  6couvillonarje. 
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(^)  -^ftcT -treatment  : («)  put  patient  to  bed,  and  keep  at 
rest ; (6)  urine  may  possibly  require  to  be  drawn  off,  but  not 
likely ; (c)  remove  plugs  twenty-four  hours  later,  and  place 
fresh  vaginal  one  in  position ; {d)  aperient  medicine  on 
second  evening ; (e)  remove  vaginal  plug  and  give  vaginal 
douche  after  the  bowels  have  acted ; (/)  rest  in  bed  for  a 
week  or  ten  days,  and  for  two  or  three  days  at  the  next 
menstrual  period ; {g)  pass  uterine  sound  at  the  end  of  ten 
days ; {h)  marital  relations  to  be  resumed  in  six  or  eight 
weeks. 

(D)  Dangers  and  Precautions  : 

(1)  Accidental  induction  of  abortion,  to  be  avoided  by 
getting  menstrual  history  of  patient  and  by  making  a careful 
bimanual  examination. 

(2)  Sepsis,  to  be  avoided  by  aseptic  precautions. 

(3)  Perforation  of  uterine  wall,  to  be  avoided  by  deter- 
mining size  and  direction  of  uterus  and  by  using  no  force  in 
introduction  of  curette. 

(4)  Hmmorrhage,  to  be  avoided  by  care  during  dilatation 
and  by  use  of  iodised  phenol  after  curettage. 

(5)  Obliteration  of  uterine  cavity  or  closure  of  cervical 
canal,  to  be  avoided  by  passage  of  sound,  ten  days  after  the 
curettage. 

(E)  Therapeutic  Indications  : ^ 

(1)  Hcemorrhage:  {a)  from  body  of  uterus,  due  to 
endometritis,  retained  products  of  conception,  fibroids,  or 
sarcoma  and  carcinoma ; (b)  from  cervix,  due,  usually,  to 
cancer ; (c)  from  vagina,  due,  usually,  to  epithelioma. 

(2)  Septic  states,  such  as  chronic  or  acute  endometritis, 
and  (sometimes)  salpingitis. 

(3)  Dysmenorrhcea,  with  or  without  sterility,  especially  in 
the  membranous  variety. 

(4)  Preparation  for  one  of  the  major  operations  of  gyne- 
cology, such  as  vaginal  hysterectomy. 

(5)  Induction  of  abortion,  as  in  hydatid  mole  pregnancy, 
etc. 

* The  diagnostic  uses  are  stated  on  p.  63. 
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VIII.  Vaporisation  of  the  Uterus. 

(A)  Definition  : the  cauterisation  of  the  mucous  mem- 
brane of  the  uterus  by  superheated  steam  (atmokausis)  or  by 
a metal  catheter  heated  by  the  steam  (zestokausis) ; vapo- 
cauterisation. 

(B)  Eequisites;  a Pincus’  kettle  or  boiler  for  generating 
the  steam  with  thermometer  and  safety  - valve ; (2)  an 
intra-uterine  two-way  metal  catheter,  open  at  the  end 
(atmokausis)  or  closed  (zestokausis),  with  a wooden  handle ; 
(3)  two  volsellse ; (4)  short  wooden  specula,  to  protect  the 
vaginal  walls ; (5)  cervical  dilators. 

(C)  Operative  Details:  (1)  preparation  of  the  patient, 
etc.,  as  for  curettage,  but  anaesthesia  is  not  required ; (2) 
application  of  the  steam  to  the  uterine  interior  for  half  a 
minute  at  a temperature  of  212°  to  239°P.  (100°  to  115°C.) 
by  means  of  the  intra-uterine  catheter  ; (3)  rest  in  bed  for 
three  or  four  days  subsequent  to  the  operation.  {Note. — Full 
details  are  not  given  here,  as  the  operation  is  rarely  performed  ; 
they  will  be  found  in  Prof.  A.  E.  Simpson’s  paper  on  the 
subject  in  Trans.  Edinh.  Ohst.  Soc.,  xxv.  131,  1900.) 

(D)  Indications  : those  of  curettage,  but  especially  in 
uterine  haemorrhage,  and  more  particularly  in  cases  where 
curettage  has  been  tried,  but  has  failed. 

(E)  Contra-indications  : salpingitis  and  malignant  disease 
of  the  uterus. 

IX.  Vaginal  Pessaries. 

(A)  Definition  : mechanical  supports  for  the  retention 
of  the  uterus  (and  vaginal  walls)  in  the  right  place ; 
hysterophores. 

(B)  Varieties  : (1)  for  prolapsus  uteri — (a)  indiarubber 
ring,  with  watch-spring  inside,  and  with  or  without  a 
perforated  diaphragm ; (&)  Hodge  or  Albert  Smith  pessary 
(shape  of  the  vagina),  with  or  without  transverse  bars ; 
(c)  Zwanck’s  bat-wing  expanding  pessary  (rarely  used) ; 
{d)  Simpson’s  shelf  pessary  (rare) ; (e)  cup  and  stem  pessary, 
with  abdominal  belt  and  tapes  (only  used  when  operation 
is  refused):  (2)  for  retro-displacements  of  the  uterus — (a) 
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Hodge  or  Albert  Smith  pessary  (shape  of  vagina  or  “ elongated 
horseshoe  ”)  of  vulcanite,  celluloid,  or  metal ; (&)  Thomas’s 
modified  Albert  Smith  (with  broad  upper  bar) ; (c)  Schultze’s 
figure-of-eight  pessary : (3)  for  ante-displacements  of  the 
uterus — (a)  Hewitt’s  cradle  pessary ; (5)  Thomas’s  pessary 
(a  ring  or  Hodge  with  a bow  articulated  to  it) ; (c)  Galabin’s 
(vulcanite)  pessary  (a  Hodge  in  which  the  anterior  bar  is 
replaced  by  a broad  square  arch) ; or  (c?)  a Hodge,  slightly 
altered  in  shape  by  moulding  (after  dipping  in  boiling  water). 
{Note. — Pessaries  for  ante-displacements  are  ineffective,  save 
as  means  of  supporting  tbe  uterus  at  a higher  level ; they 
probably  do  not  correct  the  anterior  displacement.) 

(C)  Mode  of  Use:  (1)  the  ring  is  held  tightly  com- 
pressed between  the  thumb  and  fore  and  middle  fingers  of 
the  right  hand,  the  vulva  is  held  open  by  the  fingers  of  the 
left  hand,  and  the  pessary  is  passed  into  the  vagina  and 
directed  upwards,  so  that  its  upper  end  lies  in  the  posterior 
fornix  and  its  lower  presses  against  the  anterior  vaginal  wall : 
(2)  the  Albert  Smith  pessary  is  held  between  the  finger  and 
thumb  of  the  right  hand  by  the  lower  (narrow)  end ; the 
labia  are  separated  by  the  fingers  of  the  left  hand,  the  patient 
lying  (usually)  on  her  left  side ; the  upper  (broad)  end  of  the 
pessary  is  introduced  with  its  plane  surface  horizontal,  and, 
then,  when  about  half  inside  the  vagina  is  turned  round  so 
that  its  concavity  looks  forward ; the  fingers  which  have 
been  grasping  the  lower  end  are  then  removed  and  the  fore- 
finger is  introduced  behind  the  lower  bar  and  pushed  up  till 
it  touches  the  upper  bar,  which  it  can  then  guide  into 
position  in  the  posterior  fornix  {Note. — If  this  manoeuvre 
be  not  effected,  the  upper  bar  will  be  found  in  the  anterior 
fornix):  (3)  the  cradle  pessary  lies  in  the  vagina  as  an 
inverted  cradle,  the  double  bar  being  in  the  anterior  fornix, 
while  one  end  is  in  the  posterior  fornix  and  the  other  rests 
against  the  anterior  vaginal  wall. 

(D)  Precautions  : (1)  the  uterus  is  to  be  replaced  before 
the  pessary  is  inserted  {e.g.  by  the  fingers,  semiprone  position, 
or  sound);  (2)  make  a careful  vaginal  examination  to  deter- 
mine the  size  and  shape  of  pessary  required,  and  endeavour  to 
employ  an  instrument  fulfilling  these  requirements ; (3)  allow 
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the  patient  to  stand  and  walk  about  before  she  leaves  the 
consulting-room,  to  determine  that  the  pessary  is  effective  and 
comfortable ; (4)  give  instructions  for  the  patient  to  return  if 
the  support  causes  pain  or  slips  out ; (5)  if  the  pessary  acts 
satisfactorily  the  patient  should  return  once  in  six  weeks  or 
two  months  to  have  it  taken  out,  washed,  and  re-inserted  ; 
(6)  an  occasional  (weekly)  cleansing  douche  should  be  used  as 
long  as  the  pessary  is  being  worn;  and  (7)  if  pregnancy 
occur,  the  support  should  be  removed  after  the  fourth  month. 

(E)  Pessaeies  versus  Operation  : (1)  it  is  alleged  that 
pessaries  are  only  “ palliative  props,”  that  they  are  incon- 
venient and  even  unpleasant  to  wear,  that  they  are  in- 
efficient and  even  injurious ; while  (2)  operative  treatment  is 
capable  of  producing  a permanent  cure.  But  it  must  be 
admitted  that  pessaries  occasionally  produce  a permanent 
cure  while  operations  occasionally  fail  to  do  so  and  may  be 
accompanied  by  post-operative  dangers ; again,  the  vaginal 
pessaries  in  use  at  the  present  time  must,  if  properly  chosen 
and  properly  cared  for,  be  reckoned  as  safe  and  convenient ; 
they  are  not  “ necessary  evils,”  but  may  be  “ necessary  and 
not  necessarily  evil.”  The  choice  between  operation  and 
pessary-treatment  will  often  be  decided  by  the  special  re- 
quirements of  the  individual  case. 

X.  Intra-uterine  Pessaries. 

(A)  Definition  : mechanical  supports  placed  inside  the 
uterus  chiefly  for  the  purpose  of  correcting  flexions  of  that 
organ. 

(B)  Varieties  and  Indications:  (1)  for  anteflexion,  may 
use  Simpson’s  copper  or  zinc  and  copper  (“  galvanic  ”)  stem, 
or  Greenhalgh’s  indiarubber  tubular  stem  ; (2)  for  sterility  or 
dysmenorrhoea  associated  with  anteflexion,  the  same  instru- 
ments may  be  employed ; (3)  for  retroflexion,  a combination 
pessary,  such  as  Meadows’  instrument  consisting  of  a Hodge 
with  a stem  attached  to  it,  has  been  used. 

(C)  Mode  of  Use:  (1)  the  vaginal  canal  ought  first  to 
be  douched ; (2)  the  uterus  is  to  be  straightened  by  the 
sound ; (3)  the  pessary  is  introduced  with  great  care  with  the 
fingers  alone  or  carried  in  on  the  sound ; (4)  the  vagina  may 
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be  packed  with  gauze,  or  an  Albert  Smith  pessary  may  be 
inserted,  to  keep  the  intra-uterine  support  in  its  place ; (5) 
the  patient  should  rest  in  bed  for  two  or  three  days  after  the 
introduction  of  the  instrument. 

(D)  Dangers  : these  are  so  considerable  (including  the 
risks  of  uterine  perforation,  of  peritonitis,  and  septic  endo- 
metritis, etc.)  that  the  use  of  intra-uterine  pessaries  is  practi- 
cally abandoned  at  the  present  time. 

XL  Operations  upon  the  Vulva. 

(A)  Excision  of  Urethral  Caruncle: 

(i)  Requisites : anaesthetic ; dissecting  forceps  or  fine 
volsella ; sharp-pointed  scissors  or  knife ; speculum ; needle- 
holder  ; curved  needles ; silk  or  silkworm-gut  sutures. 

(ii)  Operation : place  patient  in  lithotomy  position  and 
anaesthetise ; draw  off  urine  and  cleanse  urethral  orifice  and 
surrounding  parts ; hold  back  posterior  vaginal  wall  with 
retractor  (or  Sim’s  speculum) ; catch  hold  of  and  draw 
slightly  upon  caruncle;  make  V-shaped  incision  round  it; 
dissect  out  the  caruncle ; bring  edges  together  with  sutures ; 
draw  off  urine  for  three  or  four  days ; remove  sutures  on 
fourth  or  fifth  day.  {Note. — The  removal  of  a caruncle  by 
the  thermocautery  (Paquelin’s)  at  a dull  heat  is  rarely 
practised  now.) 

(B)  Operation  for  Prolapse  of  Urethral  Mucous 
Membrane  through  Meatus: 

(i)  Requisites : anaesthetic ; dissecting  forceps ; knife ; 

needle-holder  and  curved  needle,  and  catgut  ligatures. 

(ii)  Operation : lithotomy  position  ; anaesthesia  ; cleansing 
of  surface ; catch  up  and  cut  off  excess  of  mucosa  at  urethral 
orifice ; suture  the  edges  of  the  urethral  mucous  membrane  to 
that  of  the  vestibule ; draw  off  urine  for  a few  days. 

(C)  Excision  of  Bartholin’s  Gland: 

(i)  Requisites : anaesthetic  ; knife  ; curette  ; catch  forceps ; 
dissecting  forceps  ; scissors  ; curved  needles ; needle-holder  ; 
silkworm-gut  sutures  ; iodoform  gauze. 

(ii)  Indications  : Bartholinian  cyst ; Bartholinian  abscess. 

(ill)  Operation : make  incision  over  cyst  (or  abscess) 

parallel  to  long  axis  of  labium ; separate  cyst  from  surround- 
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ings  with  knife  handle,  making  traction  on  it  the  while  with 
dissecting  forceps ; tie  and  divide  the  pedicle  thus  produced 
and  remove  the  cyst  (or  scrape  out  the  abscess  cavity  with 
curette) ; tie  any  bleeding  points ; close  cavity  with  sutures 
passed  transversely,  or,  if  too  large,  close  in  part  and  pack 
with  iodoform  gauze ; remove  sutures  in  a week. 

(D)  Amputation  of  Labial  Tumours  or  of  Hyper- 
trophied NYMPHiE  : 

(i)  Requisites : anaesthetic ; knife ; strong  compression 
forceps  {e.g.  Doyen’s  hysterectomy  forceps) ; dissecting 
forceps ; needles ; needle-holder ; silkworm-gut  sutures. 

• (ii)  Operation:  grasp  base  of  growth  or  labium  with 
Doyen’s  hysterectomy  forceps ; cut  off  growth  near  to  but  not 
hush  with  outer  aspect  of  forceps ; catch  and  tie  any  spout- 
ing arteries,  slightly  relaxing  forceps  to  note  their  position  ; 
bring  skin  edges  together  with  series  o^f  silkworm-gut  sutures ; 
remove  sutures  in  a week.  {Note. — May  require  to  dissect 
out  affected  inguinal  glands  in  malignant  cases.) 

(E)  Amputation  of  Clitoris  : 

(i)  Requisites : anaesthetic ; knife ; catch  forceps ; vol- 
sella ; scissors  ; dissecting  forceps  ; needles  ; needle-holder  ; 
silkworm-gut  sutures. 

(ii)  Indications : cancer  or  sarcoma  of  clitoris ; other 
neoplasms ; hypertrophy ; elephantiasis ; not  for  mental  dis- 
orders. 

(hi)  Operation : make  incision  in  surrounding  skin  (clear 
of  disease,  if  malignant) ; seize  growth  with  volsella  and  dis- 
sect away  its  connections,  using  hngers  or  handle  of  knife ; 
separate  it  by  scissors  or  knife ; tie  spouting  vessels ; close 
with  sutures  passed  transversely  beneath  the  cut  surface ; as 
parts  are  very  vascular,  it  may  be  well  first  to  inject  one  or 
two  drops  of  adrenalin  (1  in  3000  solution)  in  near  neighbour- 
hood of  growth ; remove  sutures  in  a week ; use  catheter  to 
draw  off  water. 

(F)  Episiorrhaphy  : 

(i)  Definition  : closure  of  the  vulvar  orifice. 

(ii)  Requisites  : anaesthetic  ; curved  sharp-pointed  scissors  ; 
dissecting  forceps ; catch  forceps ; curved  needles ; needle- 
holder  ; silkworm-gut  sutures. 

15 
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(ill)  Operation  : preliminary  vaginal  douching  and  cleans- 
ing ; remove  strip  of  tissue  with  scissors  from  vagino-vulvar 
margin  round  posterior  and  lateral  parts  of  vulva ; bring  raw 
surfaces  together  with  sutures ; leave  small  opening  in  front 
for  escape  of  fluids ; remove  in  eight  or  nine  days ; absolute 
rest  after  operation,  and  rest  in  bed  for  several  weeks. 

(iv)  Indications : incurable  vesico-vaginal  fistula ; marked 
procidentia  uteri.  {Note. — This  operation  is  now  rarely  per- 
formed, better  results  being  obtained  in  other  ways.) 

(G),  (H),  (1)  Operations  for  Atresia  Vagina,  Atresia 
VulytE,  and  Imperforate  Hymen  are  sufficiently  described 
on  pp.  190,  191,  and  192  {q.v.). 

XII.  Operations  upon  the  Perineum  and  Vagina. 

(A)  Perineorrhaphy  (Incomplete): 

(i)  Definition : repair  of  a chronic  laceration  of  the 
perineum  of  the  incomplete  variety. 

(ii)  Requisites : anffisthetic ; pair  of  Lawson  Tait’s  sharp- 
pointed  angled  scissors ; several  pairs  of  catch  forceps  (5  or 
6);  two  volsellm ; curved  needles,  large  and  small;  needle- 
holder  ; sutures  (silkworm-gut  and  catgut) ; douche  apparatus. 

(ill)  Operative  details : anaesthetise  and  place  patient  in 
lithotomy  posture ; fix  central  point  in  defective  perineum  in 
front  of  anus  with  catch  forceps  or  volsella ; with  scissors 
introduced  at  this  point  make  curved  incisions  (right  and  left) 
running  outwards  and  forwards  along  vulvo-vaginal  boundary 
so  as  to  produce  a single  horse-shoe  or  U-shaped  incision; 
raise  crescentic  fold  of  vaginal  mucosa  thus  marked  off  by 
traction  on  it  (with  volsella,  or  catch  forceps)  and  by  clipping 
its  connections  with  the  scissors ; wash  the  raw  surface  thus 
obtained  with  the  douche  (trickling  gently) ; bring  together 
the  two  sides  of  the  raw  surface  by  sutures  passed  from  side 
to  side,  the  deeper  or  median  parts  first  being  approximated 
by  continuous  catgut  suture  and  the  lateral  margins  then 
brought  together  with  interrupted  silkworm-gut  sutures ; the 
latter  sutures  are  then  tied,  beginning  with  the  posterior  one ; 
the  flap  of  vaginal  mucosa  which  was  raised  and  drawn 
forward  may  or  may  not  be  joined  to  the  new  perineum  by 
one  or  two  of  the  sutures  (the  anterior  ones) ; a strip  of 
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iodoform  gauze  is  placed  loosely  in  the  vagina,  so  that  the  end 
hangs  over  the  newly  formed  perineum ; the  catheter  may  be 
used  for  a day  or  two ; the  parts  are  washed  night  and 
morning,  and  dusted  with  iodoform  and  bismuth  powder ; the 
bowels  are  moved  on  the  morning  of  the  third  day ; the 
stitches  (silkworm-gut)  are  removed  on  the  eighth  day ; the 
patient  sits  up  during  the  third  week  (fourteen  to  twenty  one 
days),  and  begins  to  move  about  in  the  fourth  week. 

(iv)  Precautions  : (a)  avoid,  wounding  the  rectum  and 
producing  a fistula  {c.g.  by  placing  a finger  in  the  rectum 
during  operation,  but  not  always  necessary) ; (h)  do  not  tie 
the  sutures  too  tightly  lest  they  cut  their  way  out,  nor  too 
loosely  lest  they  do  not  effect  coaptation  of  the  parts ; (c) 
ensure  complete  rest  after  the  operation. 

(B)  Peeineorrhaphy  (Complete): 

(1)  Definition  : repair  of  a laceration  involving  the  anal 
sphincters  and  rectal  wall. 

(ii)  Requisites : same  as  for  incomplete  perineorrhaphy, 
with  addition  of  two  or  three  more  catch  forceps. 

(ill)  Oqjorative  details  : the  chief  difference  between  this 
operation  and  the  preceding  one  is  concerned  with  the  repair 
of  the  anterior  rectal  wall  and  the  anterior  margin  of  the 
anus ; for  this  purpose  an  inverted  p -shaped  incision  is  made 
(by  the  scissors)  passing  from  the  central  point  of  the  ano- 
vaginal  septum  backwards  at  the  sides  of  the  anus ; the 
other  U -shaped  incision  is  made  as  ■ before ; the  vaginal 
mucosa  is  separated  from  the  rectal  wall,  two  flaps  are  thus 
made,  and  both  are  drawn  downwards  into  position  to  form 
the  new  vulvar  and  anal  orifices ; sutures  (silkworm-gut)  are 
passed  transversely  from  behind  forwards,  the  two  parts  of 
the  external  sphincter  of  the  anus  being  specially  sought  for 
and  united  by  the  posterior  suture  of  the  series ; the  after 
management  is  the  same  as  for  incomplete  perineorrhaphy. 

(C)  Colpo-Perineorrhaphy  : 

(l)  Definition : repair  of  the  lacerated  perineum,  com- 
bined with  narrowing  of  the  vagina. 

(ii)  Requisites : as  for  perineorrhaphy  {q.v.  supra). 

(in)  Operative  details : are  the  same  as  for  perineorrhaphy, 
with  the  following  addition  : the  mucous  membrane  is  removed 
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from  parts  of  the  posterior  or  of  the  lateral  vaginal  walls, 
and  the  raw  areas  thus  produced  are  sutured  together,  and 
the  vaginal  canal  thus  narrowed  before  the  repair  of  the 
perineum  is  carried  out ; a convenient  method  is  to  denude 
the  posterior  vaginal  wall  of  its  mucosa  in  two  triangular 
areas  (with  apices  upward),  situated  one  on  each  side  of  the 
middle  line,  and  then  bring  together  the  edges  with  con- 
tinuous catgut  sutures,  and  then  the  repair  of  the  perineum 
can  be  proceeded  with  (as  previously  described). 

(D)  COLPOEUHAPHY  : 

(i)  Definition:  the  narrowing  of  the  vagina  by  the 

removal  of  a portion  or  portions  of  the  mucous  membrane, 
especially  in  cases  of  cystocele  (anterior  colporrhaphy)  and 
rectocele  (posterior  colporrhaphy).  {Note. — The  accidental 

ulceration  of  the  vaginal  walls  from  the  long-continued 
wearing  of  pessaries  and  the  subsequent  cicatrisation  and 
narrowing  of  the  canal,  doubtless  suggested  the  operation  of 
colporrhaphy.) 

(ii)  Requisites : as  for  perineorrhaphy,  with  the  addition 
of  Sims’  or  Fritsch’s  vaginal  specula  or  retractors. 

(ill)  Operative  details : {a)  anterior  colporrhaphy : the 

patient  is  amesthetised  and  placed  in  the  lithotomy  posture ; 
with  two  volsellie  the  cervix  is  pulled  downwards  to  the 
vulva,  so  as  to  expose  the  anterior  vaginal  wall ; with  a knife 
an  incision  is  made  on  the  anterior  vaginal  wall  marking  off 
an  oval  area  ; from  this  area  the  mucous  membrane  is  removed 
partly  by  scissors,  partly  by  the  knife-handle,  the  area  being 
rendered  tense  by  a second  pair  of  volselke  (or  catch  forceps) 
attached  to  it  near  the  meatus  urinarius ; the  raw  surface 
thus  produced  is  drawn  together  by  a continuous  catgut 
suture  passed  first  near  the  middle  line  and  then  more 
laterally ; (h)  posterior  colporrhayhy : the  same  plan  of  pro- 
cedure is  adopted,  but  now  the  posterior  vaginal  wall  is  the 
part  operated  upon  ; (c)  in  both  cases  the  ctfter  treatment  is 
the  same  as  for  perineorrhaphy ; if  catgut  be  used,  the  sutures 
will  be  absorbed,  but  if  some  silkworm-gut  sutures  be 
employed  (to  give  greater  security),  these  will  have  to  be 
removed  on  the  eighth  day.  {Note. — Colporrhaphy  is  rarely 
performed  alone ; it  is  often  combined  with  perineorrhaphy. 
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and  sometimes  also  with  amputation  of  the  cervix ; the  com- 
peting operations  (in  prolapsus  uteri)  are  ventro-fixation  and 
shortening  the  round  ligaments.) 

(E)  ItEi’ARATivE  Operation  for  Vesico-Vaginal  Fistula; 

(I)  Definition : closure  of  a fistulous  communication 
between  the  bladder  and  the  vagina. 

(II)  Requisites:  auaisthetic ; Sims’  speculum;  lateral 

vaginal  retractors ; tenacula  (two)  ; volsellae  (two) ; catch 
forceps ; dissecting  forceps ; small  knives  on  long  handles 
(two  or  three) ; small  and  medium-sized  curved  needles  and 
needle-holder  (or  curved  needles  on  fixed  handles) ; swab- 
holders  ; uterine  sound  ; scissors  (long,  curved) ; sutures  (silk- 
worm-gut and  catgut) ; douche  apparatus. 

(ill)  Operative  details : amesthetise  the  patient  and  place 
her  in  the  dorsal  or  in  the  semi-prone  (or  supported  genu- 
pectoral)  position ; douche  out  the  vagina  and  expose  the 
fistula ; grasp  the  cervix  with  two  volsellie,  and  drag  down 
till  the  anterior  vauinal  wall  with  the  fistula  come  into  view  ; 
hold  the  parts  aside  with  speculum  and  lateral  retractors ; fix 
the  edges  of  the  fistula  with  the  tenacula  ; with  small  knife 
(on  long  handle)  split  the  edge  of  the  fistula  all  round, 
separating  vesical  mucous  membrane  from  vaginal  mucous 
membrane  ; a sound  in  the  bladder  is  a useful  adjunct  at  this 
stage  of  the  operation  ; stitch  together  the  vesical  wall  with 
catgut  sutures,  endeavouring  not  to  pierce  the  mucosa ; then 
bring  together  the  vaginal  wall  by  silkworm-gut  sutures, 
which  are  to  be  tied  after  all  have  been  passed ; a light 
packing  of  iodoform  gauze  is  placed  in  the  vagina  for  a day 
or  two ; the  urine  should  be  drawn  off  by  catheter  every  four 
hours  for  the  first  four  days  (or  a stationary  catheter  may  be 
placed  in  the  bladder) ; and  the  silkworm-gut  sutures  are  to 
be  removed  (with  care)  on  the  eighth  or  ninth  day.  {Note. — 
Instead  of  splitting  the  edges  of  the  fistula,  as  above  described, 
they  may  be  pared  or  incised  to  obtain  haps,  but  if  such 
operations  fail,  less  tissue  is  left  for  a second  attempt ; pro- 
bably the  best  results  are  obtained  by  combining  the  splitting 
and  paring  methods,  especially  if  the  edges  be  much  cicatrised, 
various  modifications  of  the  technique  are  needed  if  the 
fistula  be  a ureteric,  or  a vesico-cervical  one.) 
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(iv)  Complications  and  Dangers : (a)  huemorrhage  into  the 
bladder  (avoid  by  not  passing  sutures  through  the  mucosa) ; 
(b)  cystitis  (avoid  by  careful  catheterisation) ; (c)  compression 
of  a ureter  (avoid  by  care  in  passing  the  sutures). 

(F)  Foemation  of  a Vesigo-Vaginal  Fistula: 

(i)  Definition : the  making  of  a fistulous  communication 
between  the  bladder  and  the  vagina  in  intractable  cases  of 
cystitis. 

(ii)  Reguisites : anaesthetic  ; Sims’  speculum  ; knife  ; 

uterine  sound : volsella  ; curved  needles  and  needle-holder ; 
sutures. 

(ill)  Operative  details  : the  speculum  is  passed  and  the 
cervix  is  pulled  down  by  the  volsellae,  exposing  the  anterior 
vaginal  wall  ; the  sound  is  passed  into  the  bladder  and 
pressed  backwards,  so  as  to  make  the  vaginal  wall  protrude 
into  the  canal ; the  sound  in  the  protruding  part  is  then  cut 
down  upon,  and  so  an  opening  is  formed  between  the  bladder 
and  the  vagina ; the  vesical  and  vaginal  aspects  of  the  opening 
are  then  fixed  together  by  silkworm-gut  sutures,  so  as  to  pre- 
vent early  closure  ; the  vagina  is  lightly  plugged  with  iodoform 
gauze  (frequently  renewed) ; the  sutures  are  taken  out  in 
seven  or  eight  days ; and  the  fistula  may  be  closed  by  opera- 
tion when  the  cystitis  has  been  cured  (in  some  weeks  or 
months).  {Note. — This  operation  is  rarely  required.) 

(G)  Kolfokleisis  : 

(i)  Definition : the  permanent  obliteration  of  the  vaginal 
canal  for  the  relief  of  intractable  cases  of  fistula  or  of  prolapsus 
uteri  (in  old  women). 

(ii)  Reguisites  : anaesthetic  ; specula  ; sound  ; knife  ; 

sutures  (silkworm-gut  or  catgut) ; curved  needles ; needle- 
holder. 

(ill)  Operative  details : the  vaginal  canal  is  exposed  ; a 
ring  of  mucous  membrane  is  excised  as  high  up  as  possible ; 
the  raw  surfaces  on  the  anterior  and  posterior  walls  thus  pro- 
duced are  then  brought  together  with  silkworm-gut  sutures, 
the  sound  being  in  the  bladder  and  an  assistant’s  finger  in 
the  rectum  during  the  passing  of  the  sutures. 

(iv)  Precaution : the  consent  of  the  patient  and  her 
husband  must  be  obtained  after  the  nature  of  the  operation 
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has  been  fully  explained  (it  is  usually  performed  in  elderly 
women  beyond  the  “ cohabitable  age”). 

(H)  Vaginal  Incision; 

(i)  Definition : the  opening  into  the  pelvic  cellular  tissue 
or  into  the  peritoneal  cavity  for  the  purpose  of  evacuating 
abscesses,  or  of  draining  the  peritoneum. 

(ll)  Requisites : anaesthetic ; Sims’  or  Simon’s  speculum ; 
volsellae  (two) ; knife  or  long-handled  scissors ; two-way 
catheter ; long  packing  forceps ; catch  forceps ; douche 
apparatus. 

(ill)  Operative  details : anaesthetise  the  patient  and  place 
her  in  the  lithotomy  position ; expose  the  posterior  vaginal 
fornix  by  catching  the  cervix  with  the  volsellse  and  pulling  it 
downwards  and  forwards ; make  a transverse  incision  with 
the  knife  or  long  scissors  through  the  mucous  membrane  of 
the  posterior  fornix  close  to  the  cervix ; pass  the  packing 
forceps  into  the  opening  thus  made,  and  separate  the  blades 
gently,  so  as  to  widen  the  orifice ; make  a careful  examina- 
tion with  the  finger  of  the  contents  and  relations  of  the 
.cavity  (in  the  cellular  tissue  or  in  the  peritoneal  sac)  thus 
opened  into,  and  break  down  any  adhesions  between  neigh- 
bouring pus-containing  cavities  ; wash  out  with  an  antiseptic 
solution,  using  the  two-way  catheter ; plug  with  iodoform 
gauze,  introduced  with  the  packing  forceps,  and  place  a plug 
also  in  the  vagina ; remove  the  gauze  plug  in  forty-eight 
hours  (twenty-four  if  there  is  a rise  of  temperature),  wash 
out  the  cavity,  and  re-plug  it ; thereafter  the  chief  considera- 
tion is  to  keep  the  vaginal  opening  of  the  cavity  patent  (by 
gauze  in  it)  till  all  the  discharge  from  the  interior  has 
ceased. 

(iv)  Precautions : {a)  maintain  drainage  till  discharge  has 
ceased  ; {h)  take  care  not  to  wound  rectal  wall ; (c)  when  the 
incision  is  made  laterally  (as  is  occasionally  necessary),  care 
should  be  taken  not  to  wound  the  uterine  artery  or  the 
ureter.  {Note. — It  is  doubtful  whether  this  operation  should 
be  grouped  with  the  minor  or  the  major  operative  procedures  ; 
certainly  it  is  performed  for  dangerous  conditions  {e.g.  septic 
peritonitis,  pelvic  abscess),  yet  it  is  not  in  itself  dangerous. 
Vide  also  under  Colpotomy.) 
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XIII.  Operations  upon  the  Cervix  Uteri. 

(A)  Cruvical  Cauterisation; 

(l)  Definition : the  application  of  caustics,  or  of  the 
cautery  itself  (ignipuncture)  to  the  cervix. 

(ii)  Requisites : {a)  for  the  application  of  caustics — tubular 
speculum ; glass  rod,  camel-hair  brush,  or  packing  forceps  ; 
cotton  wool ; and  the  caustic  substance  which  has  been 
chosen  {e.g.  nitric  acid,  iodine,  iodised  phenol,  solid  nitrate  of 
silver,  etc.) ; (&)  for  ignipuncture — anaesthetic ; Paquelin 

cautery , tubular  or  Sims’  speculum ; volsellae  if  Sims’ 
speculum  be  used;  iodoform  gauze;  douche. 

(ill)  Indications : {a)  hypertrophy  of  cervix  uteri ; (6) 
malignant  disease  of  cervix  (as  a palliative) ; (c)  ulcers  and 
erosions  of  the  cervix. 

(iv)  Operative  details : {a)  for  application  of  caustics : 
expose  cervix  with  speculum,  clear  away  mucus  from  surface 
of  it  by  means  of  small  swab  of  cotton  wool,  apply  caustic 
(on  glass  rod  or  with  brush,  or  as  solid  held  in  packing 
forceps)  to  the  cervix,  and  plug  vagina  loosely  with  cotton 
wool  (soaked  in  glycerine)  or  gauze ; (6)  for  ignipuncture : 
anmsthetise  the  patient  (in  dorsal  posture),  expose  the  cervix 
(preferably  with  Sims’  speculum  and  volsellm),  heat  the 
Paquelin  cautery  to  red  heat,  stab  the  cervix  with  it  in 
several  places,  or  (in  cancerous  cases)  burn  away  the  growth 
with  it  so  far  as  is  safe,  and  then  douche  out  the  vagina  and 
insert  plug  of  gauze. 

(B)  Cervical  Division: 

(i)  Definition : division  of  the  cervix,  usually  bilateral, 
by  means  of  scissors,  for  stenosis,  endocervicitis,  dysmenorrhoea, 
or  sterility. 

(li)  Requisites : anaesthetic  (not  always  necessary) ; Sims’ 
speculum  ; volsellae  (two) ; Kiichenmeister’s  scissors  or  probe- 
pointed  scissors  ; gauze  ; catgut  sutures. 

(ill)  Operative  details : need  not  necessarily  ana?sthetise 
the  patient  unless  some  other  minor  operation  requires  to  be 
performed;  place  in  semi-prone  position,  expose  the  cervix 
with  Sims’  speculum,  and  fix  it  with  the  volsellae,  introduce 
the  probe-pointed  blade  of  the  scissors  into  the  os  uteri,  and 
divide  the  cervical  tissues  on  both  sides  by  closing  the  blades; 
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pass  catgut  suture  through  each  cut  surface  to  prevent  early 
closure  of  the  wounds  ; plug  the  vagina  with  gauze.  (Note. — 
A single  antero-posterior  incision  may  be  made  through  the 
posterior  lip  alone.) 

(C)  Cervical  Amputation: 

(i)  Definition  : amputation,  or  more  correctly,  excision  of 
the  vaginal  portion  of  the  cervix,  leaving  the  cervical  canal 
uninjured. 

(ii)  Requisites : amesthetic ; Sims’  speculum  and  vaginal 
retractors;  volselhe  (three);  knife;  scissors;  catch  forceps; 
dissecting  forceps  ; curved  needles  ; needle-holder  ; silkworm- 
gut  sutures  ; gauze  ; douche. 

(ill)  Operative  details  : amesthetise  patient ; expose  cervix 
with  speculum  and  retractors,  and  drag  down  to  vulva  with 
the  volsellae  (grasping  the  cervix  just  beyond  the  part  to  be  re- 
moved) ; split  the  cervix  transversely  with  scissors,  producing 
marked  anterior  and  posterior  lips ; excise  a wedge-shaped 
piece  of  tissue  (with  base  below),  out  of  the  anterior  lip  (leaving 
the  cervical  canal  untouched),  and  bring  together  the  edges 
.of  the  wound  with  silkworm-gut  sutures ; repeat  the  excision 
and  suturing  in  the  posterior  lip  ; close  the  primary  transverse 
incision  with  sutures ; the  vagina  is  then  douched  out  and 
loosely  packed  with  iodoform  gauze ; the  gauze  is  removed  on 
the  second  day,  and  the  sutures  on  the  ninth  or  tenth.  (Note. 
— The  special  method  described  above  has  been  called  Simon- 
Marckwald’s  ; it  differs  slightly  from  Schroeder’s  and  Martin’s.) 

(iv)  Indications : (a)  cervical  hypertrophy,  especially  of 
the  vaginal  portion  ; (b)  large  erosions ; (c)  subinvolution. 

(D)  Supravaginal  Amputation  of  the  Cervix  : 

(l)  Definition : removal  of  the  whole  cervix,  including  the 
portion  lying  above  the  level  of  the  vaginal  fornices. 

(li)  Indication  : formerly  this  operation  used  to  be  per- 
formed for  cancer  of  the  cervix,  but,  as  it  has  now  been 
replaced  by  vaginal  or  abdominal  hysterectomy,  it  need  not 
be  de.scribed  here ; further,  it  could  never  be  regarded  as  a 
minor  gynecological  procedure. 

(E)  Trachelorrhaphy  : 

(i)  Definition : the  repair  of  lacerations  of  the  cervix 
uteri  (Emmet’s  operation). 


2 34-  ■ ■ . ESSENTIALS  OF  GYNECOLOGY 


(ii)  -Bequisites : aniesthetic ; Sims’  speculum  and  vaginal 
retractors  ; volselUe  (two)  and  tenacula  (two) ; knife  ; scissors  ; 
catch  forceps ; dissecting  forceps  ; curved  needles  ; needle- 
holder  ; silkworm-gut  sutures  ; gauze  ; douche. 

(ill)  Operative,  details : the  patient  is  amesthetised  and 
placed  in  the  lithotomy  posture ; the  cervix  is  exposed  by 
means  of  the  Sims’  speculum,  and  pulled  down  by  two 
volsellie  grasping  the  anterior  and  posterior  lips ; the  separated 
edges  of  the  lacerations  are  approximated  by  tenacula  to 
determine  the  state  of  affairs ; the  edges  of  the  lacerations  are 
then  pared  with  scissors  (or  knife),  the  cicatricial  tissue  on 
the  lowest  part  of  the  wound  being  carefully  removed ; a 
strip  of  the  anterior  and  posterior  lips  (in  the  middle  line)  is 
left  unfreshened,  in  order  to  aid  in  forming  the  cervical  canal; 
the  raw  surfaces  are  now  brought  together  with  silkworm-gut 
sutures  (the  median  undenuded  strips  not  being  included) ; 
the  vagina  is  douched,  and  some  gauze  is  lightly  packed  in 
(removed  on  second  day)  ; the  sutures  are  removed  in  nine 
or  ten  days.  {Note. — The  rationale  of  the  operation  is  to 

restore  the  cervix  to  the  condition  in  which  it  was  when 
freshly  torn,  and  then  to  bring  together  the  tears  with 
sutures.) 

(F)  Eemoval  of  Cekvical  Polvpi  : 

(i)  Definition : the  removal  of  tumours  (mucous  polypi, 
submucous  fibroids,  etc.)  which  project  through  the  os  uteri 
and  are  pediculated. 

(ii)  Requisites  : (a)  for  mucous  polypi — a Sims’  speculum, 
volsellai  (two),  and  pair  of  packing  forceps  or  long  catch- 
forceps  : (b)  for  submucous  fibroid  polypi — aniesthetic ; Sims’ 
speculum ; volsellie  (two) ; strong,  sharp-toothed  polypus 
forceps  or  large  volsella  ; blunt-pointed  scissors  ; silk  ligatures  ; 
Auvard’s  cervical  dilators  (occasionally  needed) ; douche. 

(ill)  Operative  details : (a)  for  mucous  polypi — place 

patient  in  semi-prone  posture,  expose  cervix  with  speculum 
and  fix  it  with  volsellie,  grasp  the  neck  of  the  polypus  with 
packing  forceps  (or  strong  catch  forceps),  and  twist  it  till  it 
comes  away : (b)  for  submucous  fibroid  polypi — amcsthetise 
the  patient  and  place  her  in  lithotomy  posture ; expose 
the  cervix  with  speculum  and  draw  it  down  with  the  volsellie  ; 
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grasp  fibroid  with  polypus  forceps  and  draw  it  down -so  as  to 
expose  and  stretch  pedicle  (taking  care  not  to  produce  uterine 
inversion) ; twist  the  pedicle,  or  (if  too  thick  for  that  method) 
ligature  it  with  silk  and  clip  through  it  with  blunt-pointed 
scissors ; if  the  polypus  be  large  it  may  be  necessary  to  split 
it  up  into  pieces  (morcellation)  before  it  can  be  got  away  ; 
give  a hypodermic  injection  of  ergotin  ; douche  during  the 
operation  ; plug  the  vagina  with  gauze,  renewed  each  day  for 
a week.  {Note. — Although  reckoned  and  described  among 
the  minor  gynecological  procedures,  the  removal  of  cervical 
polypi  may  easily  become  a major  operation  during  perform- 
ance ; the  operator  who  undertakes  such  measures  ought  to  be 
prepared  to  do  vaginal  hysterectomy  if  the  occasion  arises.) 

(iv)  Bangers : {a)  haemorrhage ; (b)  sepsis ; (c)  uterine 
inversion. 

(G),  (H)  Cervical  Dilatation^  and  Curettage  : vide 
under  Cervical  Dilators  (p.  64)  and  Curettage  (pp.  63, 
218). 

XIV.  Pelvjg  Massage. 

(A)  Definition  : The  bimanual  manipulation  of  the 
organs  and  tissues  in  the  pelvis  for  the  purposes  of  relaxing 
or  separating  adhesions,  of  correcting  displacements,  of  stimu- 
lating the  circulation,  and  of  restoring  nerve-tone. 

(B)  Method  : the  patient  is  in  the  dorsal  posture  with 
the  knees  drawn  up ; the  operator  introduces  two  fingers  of 
the  right  hand  into  the  vagina  and  places  the  left  hand  over 
the  hypogastrium ; he  then  manipulates  the  parts  between 
the  two  hands  for  five  or  six  minutes,  directing  his  attention 
specially  to  any  adherent  or  painful  spots ; two  or  three  such 
manipulations  (“  sittings  ”)  may  take  place  in  a week.  (Note. 
— For  the  forcible  breaking  down  of  adhesions,  an  ansesthetic 
is  necessary ; but  this  manoeuvre  is  not  free  of  risk.) 

(C)  Dangers:  (1)  rupture  of  pus-tubes  or  of  an  ovarian 
abscess  ; (2)  prolonged  manipulation  of  the  genital  organs  ; 
(3)  errors  in  diagnosis  (especially  if  given  by  an  unqualified 
woman  acting  as  a masseuse). 

Note. — Allied  to  massage  is  the  vibration  treatment 
(sismo  - therapy),  which  has  sometimes  been  used  in  cases 
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of  fibroids  and  of  non-suppurative  salpingo-oophoritis ; a 
vibratory  plate  connected  with  an  electric  motor  is  placed 
upon  the  abdomen  and  the  sitting  lasts  for  ten  or  fifteen 
minutes,  preferably  in  the  morning  after  breakfast. 

XV.  Electricity  in  Gynecology. 

Electricity,  in  the  form  of  galvanism,  faradisrn,  and  high 
frequency  currents,  has  been  much  used  in  Gynecology ; but 
at  the  present  time  its  advantages  over  other  methods  of 
treatment  (chiefly  operative)  are  doubted,  and  it  seems 
unnecessary  to  describe  the  somewhat  complicated  apparatus 
and  the  elaborate  technique  needed  for  its  application. 
Apostoli  was  the  chief  upholder  of  its  value  in  the  treat- 
ment of  uterine  fibroids ; but  few  gynecologists  now  use  it 
to  any  extent  for  this  purpose. 

XVI.  General  Technique  in  Minor  Gynecology. 

(A)  Phepakation  of  the  OpekatinCt  Eoom:  (1)  many 
minor  gynecological  procedures  are  carried  out,  not  in  hospital, 
but  in  a private  house ; (2)  choose  a room  with  a good  light 
and  with  little  furniture  in  it,  with  no  heavy  hangings  or 
thick  carpets,  and  one  which  does  not  have  a w.-c.  communi- 
cating directly  with  it ; (3)  an  ordinary  wooden  table,  well 
scrubbed,  and  covered  with  a sterilised  blanket  and  an  india- 
rubber  sheet  may  be  used  (it  is  rarely  desirable  to  do  the 
operation  with  the  patient  in  bed) ; (4)  the  requisites  are 
several  ewers  of  sterilised  water  (hot  and  cold),  half  a dozen 
towels,  the  douche  (in  working  order),  nail-brush  and  carbolic 
soap,  the  Kelly  pad,  some  basins  or  dishes  for  instruments,  a 
bowl  or  bottle  for  the  specimen,  and  a foot-bath  (to  catch 
discharges  directed  into  it  by  the  Kelly  pad) ; (5)  it  is  well 
that  there  should  be  an  open  fire,  for  ventilation,  etc.  {Note. 
— If  the  room  be  overlooked,  the  glass  of  the  window  may 
easily  be  obscured  by  rubbing  it  with  soap.) 

(B)  Phepakation  of  the  Patient:  (1)  the  evening 
before  the  operation  the  patient  should  take  a bath,  and  on 
the  morning  of  the  operation  the  external  genitals  should  be 
thoroughly  washed  with  soap  and  water  and  with  an  anti- 
septic solution  {e.rj.  lysol),  and  a vaginal  cleansing  douche 
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should  be  given ; (2)  the  urine  should  be  tested  on  the  pre- 
ceding day,  and  the  heart  and  lungs  examined ; (3)  an 
aperient  is  to  be  given  the  night  before  the  operation,  and 
an  enema  of  soap  and  water  in  the  morning ; (4)  the  patient 
may  wear  a flannel  night-gown  and  dressing-jacket,  and 
(sterilised)  long  stockings,  and  her  hair  should  be  dressed  ; 
(5)  she  may  have  a cup  of  tea  at  6 or  7 a.m.,  but  no  solid 
food  (if  the  operation  be  timed  for  ten  or  eleven  o’clock). 

(C)  The  Administration"' of  the  Anhjsthetig  ; (1)  the 
patient  should  remove  any  false  teeth  she  may  be  wearing ; 
(2)  her  dress  round  the  neck  should  be  loose  ; (3)  a little 
vaseline  is  to  be  smeared  on  the  lips  and  chin  and  cheeks 
to  prevent  irritation  of  the  skin  by  the  chloroform ; (4) 
the  ancesthetist  should  be  provided  with  chloroform  and 
chloroform  mask,  tongue  forceps,  two  hypodermic  syringes 
(with  ether  and  strychnin)  a small  basin  (in  case  of  sick- 
ness), and  some  towels ; (5)  the  actual  administration  of  the 
aucBSthetic  ought  to  follow  the  rules  for  the  production  of 
surgical  amcsthesia. 

(D)  The  Operator  and  his  Assistant  or  Assistants  : 
(1)  the  operator  should  wear  a linen  coat  or  tunic  (sterilised 
by  steam) ; (2)  he  should  cleanse  his  hands  and  arms  by 
thoroughly  scrubbing  with  soap  (by  means  of  a nail-brush) 
and  water,  for  a fixed  time  (say,  five  or  ten  minutes) ; the 
nails  should  be  short,  and  should  be  specially  scrubbed ; the 
soap  is  to  be  washed  off  by  means  of  lysol  solution  (1  per 
cent.),  and  then  the  hands  and  arms  are  to  be  immersed  in 
sterilised  water;  (3)  in  septic  or  doubtful  cases  rubber  gloves 
maybe  worn;  (4)  one  assistant  (in  addition  to  the  ansesthetist) 
will  suffice  in  most  minor  gynecological  procedures  (especially 
if  a Clover’s  crutch  be  used),  and  in  some  instances  his  place 
may  be  taken  by  a trained  nurse ; (5)  the  assistant  and  nurse 
will  cleanse  their  hands  in  the  same  way  as  the  operator,  and 
both  should  have  their  duties  assigned  them  beforehand 
(assistant  to  hold  instruments,  prepare  ligatures,  etc.,  nurse  to 
have  douche  ready,  to  supply  lotions,  swabs,  dressings,  etc., 
when  wanted). 

(E)  Preparation  of  the  Instruments,  Lotions,  and 
Dressings  : (1)  metal  instruments  are  best  sterilised  by 
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boiling  them  in  a steriliser  (tin  or  copper  box  with  lid  and 
perforated  tray)  filled  with  sodium  carbonate  solution  (1  per 
cent.)  for  half  an  hour ; but  knives  and  scissors  may  be  pre- 
pared by  washing  and  placing  in  carbolic  lotion  (one  to  twenty); 
the  sterilising  of  the  instruments  is  best  carried  out  imme- 
diately before  the  operation,  but  they  can  be  prepared  some 
time  before  and  kept  in  carbolic  lotion  (one  to  sixty) ; a list 
of  the  instruments  should  always  be  kept ; (2)  ligatures  or 
sutures  may  be  made  of  silk,  silkworm-gut,  or  catgut ; in 
minor  gynecology,  silkworm-gut  is  very  useful ; it  can  be 
sterilised  by  boiling,  but,  unlike  catgut,  it  is  not  absorbed  by 
the  tissues,  and  consequently  has  to  be  removed ; ligatures 
can  be  obtained  already  sterilised  in  closed  tubes  ; needles 
can  be  sterilised  by  boiling  in  double  metal  boxes  ; (3)  lotions 
are  prepared  just  before  the  operation,  and  are  of  various 
kinds  ; lysol  (1  per  cent.)  may  be  used,  or  carbolic  lotion 
(one  to  sixty),  or  simple  sterilised  water  (boiled  and  cooled 
down) ; the  lotions  are  in  basins  or  bowls,  and  it  is  the  nurse’s 
duty  to  know  which  is  which ; (4)  sponges  are  seldom  used 
now  (as  they  are  with  difficulty  sterilised),  and  pledgets  or 
swabs  are  preferred,  made  of  butter  muslin  or  gauze,  and 
sterilised  by  steaming  (in  a steam  steriliser,  such  as  Schim- 
melbusch’s)  ; six  thicknesses  of  the  gauze  are  stitched  together 
to  form  a pad,  but  the  pads  ought  to  vary  in  size  (area) ; (5) 
dressings  are  of  various  materials,  but  a common  form  for 
gynecological  work  is  iodoform  gauze,  obtainable  sterilised  in 
closed  tins  or  jars ; gauze,  which  has  been  sterilised  along 
with  the  operator’s  coat,  the  towels  and  the  swabs  in  the 
steam  steriliser,  may  also  be  used,  but  less  often  in  minor 
than  in  major  gynecology. 

(F)  Aftek-Management:  (1)  the  patient  should  be  allowed 
to  awake  naturally  from  the  chloroform,  and  ought  to  have 
been  placed  back  in  bed  before  this  occurs ; the  room  should 
be  darkened  and  kept  quiet  (washing  and  drying  instruments 
and  packing  away  apparatus  ought  to  be  carried  out  in 
another  room  out  of  earshot)  ; in  plastic  operations  (especially 
perineorrhaphy)  the  patient’s  legs  should  be  tied  together  till 
she  has  fairly  recovered  consciousness,  in  order  to  prevent  a 
strain  being  brought  upon  the  stitches ; chloroform  sickness 
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may  last  for  twelve  or  twenty-four  hours,  and  is  best  allayed 
by  sips  of  hot  water ; (2)  the  catheter  may  possibly  be 
required,  but  most  often  it  is  not ; (3)  if  a plug  has  been 
placed  in  the  vagina  or  uterus,  it  should  be  removed  in 
twenty-four  or  thirty-six  hours ; (4)  an  aperient  is  commonly 
given  on  the  evening  of  the  second  or  the  morning  of  the 
third  day;  (5)  until  the  bowels  move,  the  diet  ought  to  be 
liquid,  thereafter  a plain,  solid  diet  may  be  allowed  ; (6)  if 
stitches  have  been  inserted  they  are  commonly  removed  about 
the  eighth,  ninth,  or  tenth  day,  but  in  some  operations  {&.g. 
colporrhaphy,  trachelorrhaphy)  they  may  be  allowed  to  remain 
in  longer;  (7)  the  date  of  rising  varies  with  the  nature  of  the 
operation  and  the  character  of  the  recovery  {e.g.  it  may  be 
the  fifth  or  sixth  day  after  such  an  operation  as  curettage,  or 
the  twenty-first  or  twenty-second  after  perineorrhaphy). 
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B. 

MAJOR  GYNECOLOGICAL  OPERATIONS. 

I.  General  Technique. 

(A)  Pkeparations  and  Kules  : these  are  in  many  points 
the  same  as  those  enumerated  under  Minor  Gynecology  {v. 
pp.  236—239);  but  in  certain  details  there  are  differences, 
and  it  is  to  these  differenees  that  reference  is  here  made. 

(B)  Preparation  of  the  OPERATiNG-PtOOM : major  opera- 
tions should  not,  as  a rule,  be  performed  in  private  houses, 
but  in  hospitals  or  in  nursing  homes  which  are  provided  with 
a special  operating-room ; the  best  plan  is  to  have  a suite  of 
rooms,  in  one  of  which  the  patient  is  anaesthetised  (so  that 
she  does  not  see  the  preparations  for  the  operation),  while  in 
another  the  operation  is  performed,  and  into  the  third  she  is 
moved  for  recovery  (in  some  cases  there  may  be  a fourth 
room  for  sterilising  the  instruments  and  dressings,  etc.) ; the 
floor  may  be  of  cement  and  the  walls  varnished,  there  ought 
to  be  no  corners  for  the  lodgment  of  dust,  the  lighting  and 
ventilation  should  be  good,  and  there  should  be  no  pipes 
connecting  witli  sewers ; the  floor  should  be  washed  and 
scrubbed,  the  walls  rubbed  down,  and  all  dust  removed 
previous  to  the  operation ; there  should  be  an  iron  operating 
table,  capable  of  being  used  with  the  patient  in  any  position 
(Trendelenburg,  lithotomy,  dorsal,  etc.)  ; two  tables  for  instru- 
ments and  dressings  should  be  provided,  and  they  ought  to 
move  easily  on  castors ; there  should  be  a washstand  (with 
wastepipe  which  does  not  open  into  a sewer)  with  foot-levers 
for  turning  the  water  on  and  off ; a stool  will  be  needed  for 
the  anaesthetist ; a small  clock  should  be  in  view  (to  save 
operators  from  the  temptation  of  consulting  their  watches) ; 
and  the  number  of  instruments,  swabs,  etc.,  should  be  chalked 
up  in  a prominent  position. 

(C)  Preparation  of  the  Patient:  (1)  the  patient 

should  be  kept  in  bed  for  several  days  (three)  prior  to 
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operation  and  trained  in  invalid  ways ; her  various  systems 
should  be  examined  and  the  urine  tested  ; (2)  constipation, 
dyspepsia,  aiifemia,  and  other  states  should  be  corrected  as  far 
as  possible ; (3)  on  the  day  before  operation  the  cleansing  of 
the  skin  of  the  abdomen  should  be  begun ; the  pubic  hair 
should  be  shaved  and  that  of  the  vulva  cut  short ; the 
anterior  abdominal  wall  should  be  scrubbed  with  hot  water 
and  green  soap,  special  attention  being  paid  to  the  umbilicus 
(it  has  been  -suggested  to  draw  out  the  umbilicus  with  a 
special  instrument  for  this  purpose)  and  folds  of  the  groins  ; 
the  soap  should  then  be  washed  off  and  ether  or  alcohol 
applied,  to  be  followed  by  a washing  with  corrosive  sublimate 
lotion  (1  to  1000),  and  then  during  the  rest  of  the  day  and 
night  a weak  “ soak  ” or  compress  of  corrosive  sublimate 
should  be  kept  in  contact  with  the  skin  by  means  of  a 
sterilised  bandage ; the  cleansing  is  to  be  repeated  by  the 
operator  just  before  the  operation;  (4)  the  vulva  should  be 
treated  in  the  same  w^ay  and  the  vagina  douched  out  (lysol, 
1 per  cent.),  and  this  should  be  repeated  on  the  morning  of 
the  operation,  just  after  the  bowels  and  bladder  have  been 
emptied  ; (5)  the  field  of  the  operation  (in  abdominal  sections, 
at  anyrate)  should  be  surrounded  by  sterilised  towels,  after 
the  patient  has  been  placed  on  the  operating  table,  hot  bottles 
should  be  placed,  at  her  sides  and  her  limbs  should  be  fixed 
by  bandages  (care  being  taken  that  the  arms  are  not  caught 
in  the  mechanism  of  the  table). 

(D)  Administeation  of  thk  Anesthetic  : same  rules  as 
for  minor  gynecological  procedures  {inde.  p.  237). 

(E)  The  Operator  and  his  Assistants  and  Nurses  : 
same  rules  with  regard  to  asepsis  and  antisepsis  as  in  minor 
gynecology  {vide  p.  237);  but  as  a rule  two  assistants  (not 
including  the  anaesthetist)  and  two  nurses  are  needed,  and  the 
duties  of  each  ought  to  be  assigned  and  understood  beforehand. 

(F)  Preparation  of  Instruments,  Dressings,  etc.:  same 
rules  as  for  minor  gynecology  {vide  p.  238);  the  number  of 
instruments  (especially  of  catch  forceps  and  needles)  and  of 
pledgets  should  be  known,  and  it  should  be  the  duty  of  one 
of  the  assistants  to  make  sure  that  all  are  present  before  the 
abdominal  incision  is  closed. 

16 
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(G)  Afteii-Tkeatment  : (1)  the  patient  should  be  allowed 
to  awake  naturally  troni  the  chloroform,  and  she  should  then 
find  herself  in  bed  between  blankets  and  with  hot  bottles 
round  her  (care  must  be  taken  to  prevent  burns  from  too  close 
proximity  of  the  hot  bottles),  in  a darkened  room,  with  a 
nurse  in  attendance ; (2)  chloroform  sickness  is  generally 
troublesome  for  the  first  twenty-four  hours,  and  may  be 
relieved  by  sips  of  hot  water  (better  than  by  sucking  ice),  or 
(in  persistent  cases)  by  mustard  over  the  epigastrium,  or 
washing  out  the  stomach ; (3)  warm  milk  may  be  taken  after 
the  sickness  has  passed  off,  and  thirst  is  best  relieved  by  sips 
of  hot  water  or  by  an  enema  of  boiled  water  (6  oz.  to 
8 oz.) ; (4)  the  bowels  should  be  moved  from  forty-eight  to 
sixty  hours  after  the  operation  {e.g.  early  morning  of  the  third 
day),  either  by  castor-oil,  or  Epsom  salts,  or  by  calomel 
(several  small  doses)  followed  by  Henry’s  solution,  and  any 
difficulty  should  be  overcome  by  an  enema ; (5)  the  catheter 
may  be  needed  to  draw  off  the  urine  during  the  first  twenty- 
four  hours,  but  is  not  often  required  for  longer  than  that ; 
(6)  after  the  bowels  have  moved,  the  patient  may  get  tea, 
chicken  tea,  beef  tea,  strong  soups,  and  jelly,  and  then,  in  a 
week,  if  no  bad  symptoms  occur,  solid  food  (chicken,  fish,  etc.) 
may  be  given ; (7)  for  pain  and  restlessness  during  the  first 
twenty-four  hours,  morphia  may  be  administered  (:^  gr. 
hypodermically) ; (8)  unless  dangerous  symptoms  arise  the 
wound  need  not  be  looked  at  for  several  days ; (9)  stitches 
are  usually  removed  and  strapping  applied  between  the  eighth 
and  tenth  days;  (10)  changes  in  posture  of  the  patient 
should  not  be  allowed  during  the  first  two  days,  then  she  may 
flex  her  legs  and  be  turned  on  one  side ; the  shoulders  may 
be  raised  at  the  end  of  a week ; sitting  up  in  bed  is  allowed 
in  the  beginning  of  the  third  week,  and  rising  from  bed  in  the 
fourth  (after  the  patient  has  been  fitted  with  a belt,  in  cases 
•of  abdominal  section). 


II.  Abdominal  Section. 

(A)  Definition  : the  opening  into  the  peritoneal  cavity, 
through  the  anterior  abdominal  wall,  for  various  purposes. 
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e.(j.  exploration,  removal  of  tumours,  replacement  and  fixation 
of  organs,  etc. 

(B)  Synonyms  : coeliotomy  ; laparotomy, 

(C)  Kequisites  : in  addition  to  the  apparatus  referred  to 

under  General  Technique,  the  following  instruments,  etc., 
are  necessary : annesthetic  and  accessories ; knives  (two, 

recently  sharpened)  ; dissecting  forceps  ; catch  forceps  (twelve 
to  twenty)  ; three  pairs  of  scissors  (sharp  pointed,  probe 
pointed,  straight  and  curved) ; retractors  (two) ; curved 
needles  (various  sizes)  and  needle-holders  (two) ; pledget- 
holders  (two  or  more)  and  pledgets  (three  to  four  dozen) ; 
ligatures  and  sutures  (silk,  silkworm-gut,  catgut,  and  horse- 
hair), and  pedicle  needle  ; and  the  instruments  required  for  the 
special  operation  which  is  contemplated.,  e.g.  clamps  for  hys- 
terectomy, tumour  forceps  for  ovariotomy,  etc. 

(D)  Operative  Details  : 

(1)  First  stage,  the  aihdominal  incision:  the  patient  having 
been  prepared,  everything  being  in  readiness,  and  the  three 
assistants  and  two  nurses  in  their  places,  the  operator  stand- 
ing at  the  left  side  of  the  patient  proceeds  to  open  the 
.abdomen ; the  incision  is  commonly  a vertical  one  in  the 
middle  line,^  three  or  four  inches  in  length  between  the 
symphysis  pubis  and  the  umbilicus ; with  a sharp  knife  a 
cut  is  made  through  skin,  subcutaneous  fat,  the  linea  alba 
(or  rectus  muscle)  and  the  extra-peritoneal  fat  down  to  the 
peritoneum ; any  bleeding  points  are  secured  with  catch 
forceps  ; a fold  of  peritoneum  is  caught  up  with  dissecting 
forceps,  and  a small  nick  made  through  with  the  knife  turned 
on  the  flat ; the  opening  into  the  peritoneum  thus  made  is 
then  enlarged  upwards  and  downwards  (to  the  size  of  the 
skin  incision)  with  probe-pointed  scissors. 

(2)  Second  stage,  the  special  operation,  whatever  it  may 
be,  is  now  performed,  e.g.  an  ovarian  or  parovarian  cyst  is 
removed,  the  uterus  with  a neoplasm  in  it  or  attached  to  it 
is  taken  away,  or  a fixation  is  undertaken  {vide  Ovariotomy, 
Hysterectomy,  Ventrofixation,  etc.).  The  peritoneal  cavity  may 

' Occasionally  a curved  or  crescentic  akin  incision  may  be  made  passing 
from  side  to  side  above  the  pubes  ; a flap  of  skin  and  subcutaneous  fat  is  then 
r.ai.sed  and  the  subjacent  tis-sues  are  divided  in  the  middle  line  ; the  object  is 
the  prevention  of  central  hernia. 
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of  temperature  {e.g.  to  100°  or  101°F.),  rapidity  of  pulse  out 
of  proportion  to  the  rise  of  temperature  (120  to  140), 
abdominal  pain  (in  some  cases),  and  a rigor  (sometimes) ; 
and  it  is  to  be  treated  by  free  purgation  by  small  often - 
repeated  doses  of  calomel,  by  washing  out  the  stomach  (if 
vomiting  persistent),  by  ice-bags  to  the  abdomen,  and  (some- 
times) by  reopening  and  washing  out  the  abdomen. 

(4)  Intestinal  obstruction,  due  to  paralysis  of  the  bowel  or 
adhesions  between  it  and  surrounding  parts,  is  characterised 
by  colicky  or  paroxysmal  pains  without  effect  (no  hatus  or 
faeces  are  passed),  by  abdominal  distention,  by  rapidity  of  the 
pulse  (not  so  marked  as  in  septic  peritonitis),  and  by  a rising 
temperature  in  the  later  stages  (unless  the  obstruction  be 
overcome) ; and  the  treatment  consists  in  passing  the  rectal 
tube,  in  giving  small  doses  of  calomel,  followed  by  a saline 
and  an  enema,  in  rectal  feeding,  and  (as  a last  resort)  in 
reopening  the  wound  and  separating  any  adhesions  that  may 
have  formed. 

(5)  Stitch-abscesses  are  generally  due  to  imperfect  asepsis 
of  the  ligatures  ; they  cause  a rise  in  temperature  about  the 
fifth  day  or  later,  along  with  some  pain  in  the  wound ; and 
they  are  relieved  by  removal  of  the  stitch,  washing  out  the 
sinus,  and  packing  with  iodoform  gauze ; if  the  sinus  does 
not  soon  close  it  may  be  washed  out  with  weak  iodine 
solution  or  injected  with  bovinine. 

(6)  Reopening  of  the  wound  may  result  from  straining  or 
coughing,  from  early  absorption  of  catgut  sutures,  or  from 
septic  infection ; when  discovered,  the  protruding  parts 
should  be  washed  and  replaced,  and  the  margins  of  the 
wound  freshened  and  sutured. 

(7)  Ventral  hernia  is  rare,  now  that  care  is  taken  to  bring 
together  all  the  layers  of  the  abdominal  wall  with  sutures, 
and  that  an  abdominal  belt  is  worn  for  a year  after  operation. 

(8)  Sudden  death  from  pulmonary  embolism  may  occur 
from  the  patient  sitting  up  too  early. 

III.  Ovariotomy. 

(A)  Definition  : the  removal,  by  abdominal  section,  of 
an  ovarian  or  parovarian  cystic  or  solid  tumour. 
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(B)  Kequisites  : ill  addition  to  the  requisites  for 
abdominal  section  (enumerated  on  p.  243),  the  ovariotomist 
will  require  Nblaton’s  or  Keith’s  ovariotomy  forceps  (two 
pairs)  for  the  extraction  of  the  cyst,  and  Spencer  Wells’ 
trocar  or  a large  aspirator  for  drawing  off  the  fluid ; a clamp 
or  Doyen’s  angiotribe  may  conveniently  be  held  in  reserve. 
{N'ote. — The  trocar  is  not  always  necessary,  for  when  the 
tumour  is  incised  the  fluid  can  be  easily  directed  by  lateral 
pressure  into  a basin  held  in  front  of  the  incision.) 

(C)  Operative  Details:  {1)  preparation  of  the  patient 
and  (2)  the  ahdominal  incision  are  done  as  already  described 
(pp.  240,  243) ; (3)  evacuation  of  the  cyst  contents  is  to  be 
carried  out  (a)  by  tapping  the  tumour  with  the  trocar  when 
the  fluid  will  pass  through  it  a.nd  by  means  of  tubing  to  a pail 
under  the  operating  table,  or  (&)  by  simple  incision,  the  cyst 
being  pushed  forward  into  the  opening  in  the  abdominal  wall 
by  the  lateral  pressure  of  the  assistant’s  hands,  and  the  fluid 
being  caught  in  a basin  held  in  position  by  another  assistant ; 
(4)  extraction  or  “ birth  ” of  the  cyst  is  performed  by  grasping 
the  walls  of  the  sac  with  strong  forceps  and  dragging  it  out 
through  the  opening ; at  this  stage  the  operator  will  insinuate 
his  hand  into  the  peritoneal  cavity  to  feel  for  and  separate 
any  slight  adhesions  that  may  exist  between  the  cyst  and 
surrounding  parts  ; secondary  cysts  may  require  to  be  tapped 
or  incised  to  reduce  the  size  of  the  growth  still  further;  (5) 
treatment  of  the  pedicle  (the  broad  ligament)  usually  takes  the 
form  of  the  ligature,  although  it  is  sometimes  convenient  to 
crush  the  pedicle  first  with  the  angiotribe  and  then  to  tie  it ; 
a double  ligature  of  strong  silk  is  carried  through  the  pedicle 
by  means  of  a blunt  pedicle-needle ; the  pedicle  may  be 
secured  by  dividing  the  ligature  and  tieing  it  in  two  parts,  or 
by  means  of  Lawson  Tait’s  or  the  Staffordshire  knot ; the 
cyst  may  now  be  clipped  through  with  scissors  immediately 
above  the  ligature ; the  stump  is  to  be  looked  at  carefully  to 
see  if  there  be  any  bleeding ; and,  if  there  is,  a second  (mass) 
ligature  must  be  passed  round  the  pedicle,  while  if  there  is 
not,  the  ends  of  the  ligature  are  cut  short  and  the  pedicle  is 
dropped  into  the  peritoneal  cavity  ; (6)  examination  of  the 
otlur  ovary  and  broad  ligament  is  next  carried  out,  and  if 
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signs  of  cystic  changes  are  evident  the  affected  parts  are  also 
removed ; (7)  if  adhesions  have  existed,  these  will  have  been 
treated  either  by  simple  separation  with  the  fingers  or  (i^ 
vascular)  by  ligaturing  in  two  places  and  dividing  between  ; 
(8)  the  peritoneal  toilette  consists  in  cleansing  the  peritoneal 
cavity  (especially  the  pouch  of  Douglas)  either  with  swabs  in 
pledget-holders  or  by  washing  it  out  with  antiseptic  lotion  or 
sterilised  water  (especially  if,  through  early  rupture  of  the 
cyst  or  on  account  of  the  adhesive  nature  of  the  contents,  it 
be  difficult  otherwise  to  ensure  the  removal  of  materials  from 
the  peritoneum) ; (9)  closure  of  the  abdominal  wound  and 
dressing  of  it  are  to  be  performed  iri  the  manner  already 
described  (p.  244),  all  the  swabs  and  instruments  having 
been  counted,  so  that  there  shall  be  no  risk  that  any  one  has 
been  left  inside  the  abdomen;  (10)  the  after -management  is 
that  common  to  all  abdominal  sections  {ride  p.  242). 

(D)  Complications  dueing  Ovakiotomy:  (1)  rupture  of 
the  cyst  with  escape  of  contents  into  peritoneal  cavity  is  to  be 
avoided  by  delivering  the  tumour  with  care  through  the 
abdominal  incision,  but  if  it  occur  it  will  be  well  to  irrigate 
the  peritoneal  sac  before  closing  the  wound,  or  (less  often) 
to  fix  drainage  tube  into  the  wound  ; (2)  irremovahility  of 
the  tumour  will  necessitate  the  stitching  of  the  sac  to  the 
abdominal  wound  and  the  packing  of  its  interior  with 
gauze ; (3)  the  extraperitoneal  position  of  the  cyst  will  require 
prolonged  dissection  followed  by  the  stitching  of  the  margins 
of  the  extraperitoneal  cavity  thus  produced  to  the  abdominal 
wound ; (4)  other  possible  complications  have  been  described 
elsewhere  {ride  p.  245). 

IV.  Oophorectomy . 

(A)  Definition  : removal  of  the  ovaries  (not  necessarily 
in  a diseased  state)  and  of  the  adjacent  part  of  the  Fallopian 
tubes  in  order  to  produce  a premature  menopause. 

(B)  Synonyms:  normal  ovariotomy;  salpingo-oophorectomy. 
Strictly  speaking,  Battey’s  operation  is  the  removal  of  the 
ovaries  alone,  while  Lawson  Tait’s  operation  consists  in  the 
removal  of  the  ovaries,  and  of  as  much  of  the  Fallopian  tubes 
as  can  be  grasped  in  the  ligature. 
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(C)  Indications:  (1)  bleeding  uterine  fibroids,  where 

hysterectomy  is  contra-indicated ; (2)  oophoritis  and  its  effects 
(ovarian  abscess,  cirrhosis) ; (3)  dysmenorrhoea,  otherwise 

incurable ; (4)  reflex  nervous  disorders,  such  as  menstrual 
insanity  and  epilepsy,  menstrual  vomiting,  etc.  ; (5)  osteo- 
malacia; (6)  mammary  cancer  (?). 

(D)  Eequisites  : same  as  for  abdominal  section  (^.v.  p. 
243). 

(E)  Opehative  Details:  the  patient  is  (1)  preparec?,  and 
(2)  the  abdomen  is  opened  as  has  been  already  described 
(pp.  240,  243),  but  it  may  be  added  that  the  incision  need 
not  be  longer  than  three  inches,  that  the  peritoneum  must  be 
incised  with  great  care,  to  avoid  wounding  the  intestine,  and 
that  it  will  be  helpful  to  have  the  patient  in  the  Trendelenburg 
position  ; (3)  the  removal  of  the  ovary  is  carried  out  by  passing 
two  fingers  of  the  {left)  hand  down  into  the  pelvis  until  they 
touch  the  broad  ligament  of  one  side ; by  means  of  these 
fingers  any  adhesions  are  separated,  and  the  ovary,  with  the 
tube,  is  brought  up  to  the  incision  ; the  pedicle  (broad  liga- 
ment) thus  formed  may  be  transfixed  by  a blunt  pedicle- 
needle  carrying  a double  silk  ligature,  and  the  parts  thus 
ligatured,  or  the  utero-ovarian  and  infundibulo-pelvic  liga- 
ments, with  their  vessels,  may  be  separately  tied ; the  ovary 
and  tube  beyond  the  ligature  are  cut  off,  the  ends  of  the 
ligature  are  cut  short,  and  the  stump  is  dropped  into  the 
peritoneal  cavity  ; the  same  process  is  repeated  with  the  other 
ovary  and  tube ; if  the  ovaries  are  surrounded  by  adhesions 
fixing  them  to  neighbouring  parts  {e.g.  the  rectum),  they  may 
be  carefully  extricated,  and  any  bleeding  points  tied,  but 
caution  should  be  used  not  to  wound  the  intestine ; the 
extra-peritoneal  tissue  thus  exposed  {e.g.  between  the  layers 
of  the  broad  ligament)  is  best  roofed  over  by  peritoneum 
fixed  with  a continuous  catgut  suture ; if  the  ovaries  are  so 
adherent  as  to  be  irremovable,  the  attempt  may  be  made  to 
ligature  their  blood-vessels ; (4)  the  peritoneal  toilette  and 
closure  of  the  abdominal  incision  are  performed  as  already 
described  {vide  p.  244),  but  as  there  usually  is  little  soiling 
of  the  peritoneum,  the  former  manipulation  need  not  be  a 
prolonged  one  ; (5)  for  the  after-management,  vide  p.  242. 
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(F)  Effects  : (1)  menstruation  ceases  in  nearly  90  per 
cent,  ot  the  cases,  the  exceptions  being  due  possibly  to  the 
presence  of  accessory  or  constricted  ovaries ; (2)  the  pheno- 
mena (nervous  and  circulatory)  of  the  menopause  appear  in 
perhaps  an  exaggerated  form  ; (3)  sterility  results ; (4)  the 
sexual  appetite  is  not,  as  a rule,  interfered  with  ; and  (5)  the 
morbid  condition  for  which  the  operation  was  performed  is 
sometimes,  but  not  always,  greatly  benefited. 

V.  Ovarian  Resection  and  Ignipuncture. 

(A)  Definition  : conservative  removal  of  the  diseased 
parts  of  one  or  both  ovaries  by  the  knife  or  by  the  cautery. 

(B)  Requisites  ; same  as  for  abdominal  section  {vide  p. 
243),  with  the  addition  of  the  Paquelin  thermo-cautery. 

(C)  Indications  : localised  morbid  states  of  the  ovaries, 
especially  cystic  degeneration,  oophoritis  and  small  benign 
tumours. 

(D)  Opekative  Details  : (1)  the  patient  having  been 
prepared,  and  (2)  the  abdomen  opened  in  tbe  usual  way,  (3) 
the  ovary  is  drawn  up  into  the  abdominal  incision,  and  the 
diseased  portion  recognised ; then,  by  means  of  the  knife  (or 
scissors),  the  affected  part  is  excised  or  dissected  out,  and  the 
edges  of  the  wound  brought  together  by  a continuous  catgut 
suture  inserted  deeply  ; or,  by  means  of  the  Paquelin  cautery 
at  red-heat,  the  cysts  are  pierced  and  cauterised ; (4)  the 
other  ovary  is  now  treated  in  the  same  way ; (5)  the  peri- 
toneal toilette  is  performed  ; and  (6)  the  abdominal  incision 
is  closed. 

VI.  Operations  on  the  Fallopian  Tubes. 

(A)  Nature  : it  is  common  in  oophorectomy  to  remove 
also  part  of  the  Fallopian  tube,  so  that  the  operation  becomes 
in  reality  one  of  salpingo-oophorectomy ; in  addition,  how- 
evei’,  other  operations  are  performed  which  affect  the  tubes 
alone. 

(B)  Varieties:  (1)  salpingotomy  consists  in  dilating 
(with  a probe)  the  abdominal  ostium  of  the  tube  which  has 
become  contracted  , or  closed;  (2)  salpingostomy  consists  in 
cuttincf  through  the  adherent  fimbrioe  of  the  abdominal  end 
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of  the  tube  with  scissors  and  so  forming  a new  ostium  ; (3) 
salpingorrhaphy,  which  usually  follows  salpingostomy,  consists 
in  suturing  the  newly  formed  ostium  abdominale  to  the 
ovary ; (4)  salpingectomy  consists  in  the  removal  of  the  tube 
(in  a state  of  inflammation  or  containing  a neoplasm  or  a 
gestation  sac),  without  the  ovary,  but  sometimes  with  the 
wedge-shaped  upper  corner  of  the  uterus  (which  contains  the 
intra-mural  portion  of  the  tube). 

(C)  Eequisites  ; as  for  abdominal  section. 

(D)  Operative  Details  salpingectomy  alone  requires  a 
special  description : (1)  the  patient  having  been  prepared, 
(2)  the  abdomen  is  opened  in  the  usual  way ; (3)  the 
Fallopian  tube  is  drawn  up  to  the  incision  (with  the  patient 
in  the  Trendelenburg  position) ; (4)  the  infundibulo  pelvic 
ligament  is  fixed  in  a pair  of  catch  forceps,  and  the  uterine 
end  of  the  tube  in  a second  pair  ; the  tube  is  then  cut  off 
between  the  two  forceps,  and  the  vessels  in  the  grasp  of  the 
two  pairs  of  forceps  are  then  tied  separately ; the  peritoneum 
is  then  brought  together  over  the  incision  in  the  broad 
ligament  which  has  been  thus  produced ; (5)  a simpler  but 
less  secure  plan  is  to  transfix  the  broad  ligament  about  its 
middle  immediately  below  the  tube  with  a double  silk 
ligature ; this  ligature  is  then  divided  and  the  uterine  end  of 
the  tube  and  the  outer  part  of  the  broad  ligament  ligatured 
with  the  two  resulting  threads  ; (6)  if  the  part  of  the  tube  in 
the  uterine  wall  be  affected,  it  will  be  well  to  excise  a wedge- 
shaped  portion  of  the  upper  uterine  angle  so  as  to  remove  all 
the  diseased  part,  and  then  bring  together  the  edges  of  the 
incision  with  a continuous  catgut  or  silk  suture  passed 
deeply ; (7)  the  peritoneal  toilette  is  performed  and  the 
abdominal  incision  is  closed  in  the  usual  way. 

VII.  Supravaginal  Abdominal  Hysterectomy. 

(A)  Dkfinition  : removal  of  the  body  of  the  uterus,  with 
or  without  an  attached  neoplasm,  by  the  abdominal  route. 
(Strictly  speaking,  the  upper  part  of  the  cervix  is  also  taken 
away). 

(B)  Synonyms  : partial  ventral  hysterectomy ; sub-total 
hysterectomy ; supra- vaginal  amputation  of  the  uterus. 
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(-b)  Effects  : (1)  menstruation  ceases  in  nearly  90  per 
cent,  ot  the  cases,  the  exceptions  being  due  possibly  to  the 
presence  of  accessory  or  constricted  ovaries;  (2)  the  pheno- 
mena (nervous  and  circulatory)  of  the  menopause  appear  in 
perhaps  an  exaggerated  form  ; (3)  sterility  results ; (4)  the 
sexual  appetite  is  not,  as  a rule,  interfered  with  ; and  (5)  the 
morbid  condition  for  which  the  operation  was  performed  is 
sometimes,  but  not  always,  greatly  benefited. 

V.  Ovarian  Resection  and  Ignipuncture. 

(A)  Definition  : conservative  removal  of  the  diseased 
parts  of  one  or  both  ovaries  by  the  knife  or  by  the  cautery. 

(B)  Eequisites  : same  as  for  abdominal  section  {vide  p. 
243),  with  the  addition  of  the  Paquelin  thermo-cautery. 

(C)  Indications  : localised  morbid  states  of  the  ovaries, 
especially  cystic  degeneration,  oophoritis  and  small  benign 
tumours. 

(D)  Opeeative  Details:  (1)  the  patient  having  been 
prepared,  and  (2)  the  abdomen  opened  in  the  usual  way,  (3) 
the  ovary  is  drawn  up  into  the  abdominal  incision,  and  the 
diseased  portion  recognised ; then,  by  means  of  the  knife  (or 
scissors),  the  affected  part  is  excised  or  dissected  out,  and  the 
edges  of  the  wound  brought  together  by  a continuous  catgut 
suture  inserted  deeply  ; or,  by  means  of  the  Paquelin  cautery 
at  red-heat,  the  cysts  are  pierced  and  cauterised ; (4)  the 
other  ovary  is  now  treated  in  the  same  way ; (5)  the  peri- 
toneal toilette  is  performed  ; and  (6)  the  abdominal  incision 
is  closed. 

VI.  Operations  on  the  Fallopian  Tubes. 

(A)  Natuke  : it  is  common  in  oophorectomy  to  remove 
also  part  of  the  Fallopian  tube,  so  that  the  operation  becomes 
in  reality  one  of  salpingo-oophorectomy ; in  addition,  how- 
ever, other  operations  are  performed  which  affect  the  tubes 
alone. 

(B)  Varieties:  (1)  salpingotomy  consists  in  dilating 
(with  a probe)  the  abdominal  ostium  of  the  tube  which  has 
become  contracted  , or  closed;  (2)  salpingostomy  consists  in 
cuttino;  through  the  adherent  tiinbrice  of  the  abdominal  end 
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of  the  tube  with  scissors  and  so  forming  a new  ostium ; (3) 
salpingorrhaphy,  which  usually  follows  salpingostomy,  consists 
in  suturing  the  newly  formed  ostium  abdominale  to  the 
ovary ; (4)  salpingectomy  consists  in  the  removal  of  the  tube 
(in  a state  of  inflammation  or  containing  a neoplasm  or  a 
gestation  sac),  without  the  ovary,  but  sometimes  with  the 
wedge-shaped  upper  corner  of  the  uterus  (which  contains  the 
intra-mural  portion  of  the  tube). 

(C)  Eequisites  : as  for  abdominal  section. 

(D)  Operative  Details  p salpingectomy  alone  requires  a 
special  description : (1)  the  patient  having  been  prepared, 
(2)  the  abdomen  is  opened  in  the  usual  way ; (3)  the 
Fallopian  tube  is  drawn  up  to  the  incision  (with  the  patient 
in  the  Trendelenburg  position) ; (4)  the  infundibulo  pelvic 
ligament  is  flxed  in  a pair  of  catch  forceps,  and  the  uterine 
end  of  the  tube  in  a second  pair  ; the  tube  is  then  cut  ofl' 
between  the  two  forceps,  and  the  vessels  in  the  grasp  of  the 
two  pairs  of  forceps  are  then  tied  separately ; the  peritoneum 
is  then  brought  together  over  the  incision  in  the  broad 
ligament  which  has  been  thus  produced ; (5)  a simpler  but 
less  secure  plan  is  to  transfix  the  broad  ligament  about  its 
middle  immediately  below  the  tube  with  a double  silk 
ligature  ; this  ligature  is  then  divided  and  the  uterine  end  of 
the  tube  and  the  outer  part  of  the  broad  ligament  ligatured 
with  the  two  resulting  threads  ; (6)  if  the  part  of  the  tube  in 
the  uterine  wall  be  affected,  it  will  be  well  to  excise  a wedge- 
shaped  portion  of  the  upper  uterine  angle  so  as  to  remove  all 
the  diseased  part,  and  then  bring  together  the  edges  of  the 
incision  with  a continuous  catgut  or  silk  suture  passed 
deeply ; (7)  the  peritoneal  toilette  is  performed  and  the 
abdominal  incision  is  closed  in  the  usual  way. 

VII.  Supravaginal  Abdominal  Hysterectomy. 

(A)  Dkfinition;  removal  of  the  body  of  the  uterus,  with 
or  without  an  attached  neoplasm,  by  the  abdominal  route. 
(Strictly  speaking,  the  upper  part  of  the  cervix  is  also  taken 
away). 

(B)  Synonyms  : partial  ventral  hysterectomy ; sub-total 
hysterectomy ; supra-vaginal  amputation  of  the  uterus. 
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(C)  Indications:  (1)  libro-myomata  of  the  uterine  body; 
(2)  intlaminatory  (suppurative)  conditions  of  the  tubes  and 
ovaries. 

(D)  PtEQUlSlTES ; the  instruments  and  appliances  lor  an 
abdominal  section,  with,  in  addition,  (1)  a Doyen  helicoid  or 
myoma  corkscrew  extractor ; (2)  broad  retractors  to  hold 
apart  the  margins  of  the  abdominal  incision  ; (3)  five  or  six 
pairs  of  hysterectomy  forceps  (e.ff.  Doyen’s),  curved  and 
straight. 

(E)  Operative  Details  : (1)  the  patient  having  been 
prepared,  (2)  the  abdomen  is  opened  in  the  usual  way;  (3) 
the  patient  being  now  placed  in  the  Trendelenburg  position, 
the  uterus  or  the  myoma  attached  to  it  is  drawn  into,  and 
then  out  through,  the  abdominal  incision  by  means  of  the  ' 
corkscrew  extractor  fixed  firmly  into  it ; (4)  an  assistant 
draws  the  uterus  over  to  one  side,  and  the  operator  ties  the 
round  ligament  of  the  opposite  side  (with  a double  silk 
ligature)  in  two  places  and  divides  it  between  ; (5)  next,  he 
ligatures  the  ovarian  artery  of  that  side,  in  the  infundibulo 
pelvic  ligament  (if  he  wishes  to  remove  the  ovaries  as  well  as 
the  uterus),  or  between  the  uterus  and  the  ovary  (if  he  does 
not) ; (6)  the  portion  of  the  broad  ligament,  thus  controlled, 
is  divided  close  to  the  uterus ; (7)  this  process  is  repeated  on 
the  opposite  side,  the  uterus  being  dragged  (by  the  assistant) 
over  to  the  other  side ; (8)  a curved  transverse  incision  is 
made  through  the  peritoneum  covering  the  anterior  surface 
of  the  uterus  connecting  the  incisions  in  the  broad  ligaments, 
and  the  peritoneum  below  this  incision  (with  the  bladder)  is 
pushed  off  the  uterus  and  carried  well  forward;  (9)  a similar 
incision  is  made  on  the  posterior  aspect  of  the  uterus,  and  the 
peritoneum  below  it  is  separated  likewise  with  the  finger  or 
knife  handle;  (10)  the  uterine  artery  is  now  felt  for  and 
tied  (or  clamped  and  afterwards  tied)  near  to  the  uterine 
margin,  first  on  one  side  and  then  on  the  other;  (11)  the 
uterine  body  (and  tumour)  is  removed  by  an  incision  passing 
through  the  cervix  above  the  vaginal  insertion;  (12)  the 
mucous  membrane  lining  the  upper  part  of  the  cervical  canal 
is  dissected  out,  and  the  raw  susfaces  thus  produced  are 
united  by  catgut  (continuous  suture);  (13)  the  anterior  and 
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posterior  flaps  of  peritoneum  are  brought  together  over  the 
cervical  stump  and  the  ends  of  the  divided  broad  ligaments, 
and  sutured  by  continuous  catgut  suture;  (14)  the  peritoneal 
toilette  is  performed  and  the  abdomen  closed  in  the  usual 
way.  {Note. — Sometimes  all  the  vessels  on  one  side  (the 
left)  are  ligatured  first,  and  then  the  cervix  is  divided,  the 
vessels  on  the  other  side  (right)  clamped  and  the  uterus 
removed ; thereafter  the  clamps  are  replaced  by  ligatures ; 
this  is  the  method  favoured  by  Howard  Kelly.) 

(F)  After-Management  and  Complications  : vide  antea, 
pp.  242,  245. 

VIII.  Paniiysteregtomy. 

(A)  Definition  : removal  of  the  body  and  cervix  of  the 
uterus  by  the  abdominal  route. 

(B)  Synonyms  : total  ventral  hysterectomy ; total  ab- 
dominal extirpation  of  the  uterus. 

(C)  Indications  : (1)  malignant  disease  of  the  uterus ; 
(2)  some  cases  of  myomata  of  the  body  or  of  the  cervix 
uteri ; (3)  some  suppurative  conditions  of  uterus  and  annexa. 

(D)  Eequisites  : as  for  supra-vaginal  hysterectomy  {q.v.). 

(E)  Operative  Details:  the  first  ten  stages  (1  to  10)  of 
the  operation  are  the  same  as  in  supra-vaginal  hysterectomy ; 
(11)  all  the  uterine  vessels  having  been  secured,  a pair  of 
long  curved  packing  forceps  is  passed  up  the  vaginal  canal 
into  the  anterior  fornix,  4nd  by  cutting  down  upon  this,  the 
operator  opens  into  the  vagina  anteriorly;  (12)  by  the  same 
method  he  opens  into  the  posterior  fornix;  (13)  the  anterior 
and  posterior  openings  are  made  continuous  by  lateral  incisions, 
and  the  uterus  with  the  tumour  or  tumours  is  removed ; (14) 
first,  the  tissues  of  the  vaginal  vault,  and,  second,  the  peri- 
toneal flaps  are  united  by  continuous  catgut  sutures  restoring 
the  integrity  of  the  pelvic  floor  once  more;  (15)  the  peri- 
toneal toilette  and  closure  of  the  abdominal  incision  are 
carried  out  as  usual.  {Note. — Panhystereetomy  has  a higher 
mortality  than  subtotal  hysterectomy,  and  is  therefore  not 
to  be  chosen  unless  some  special  indication,  e.g.  a cervical 
myoma,  be  present ; in  Doyen’s  method  of  performing  the 
operation,  an  opening  into  the  posterior  vaginal  fornix  is 
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made  at  an  early  sta^e,  and  the  uterus  is  stripped  off'  the 
bladder  anteriorly  by  being  dragged  upwards.) 

IX,  Abdominal  Myomectomy. 

(A)  Definition  : the  removal  of  a subperitoneal  (sessile 
or  pedunculated)  or  intramural  myoma  from  the  uterus  by 
the  abdominal  route. 

(B)  Synonyms  : ventral  myomectomy  ; ventral  enucleation 
of  fibroid  tumours. 

(C)  Indications  : difficult  to  define,  but  may  be  regarded 
as  (1)  cases  of  pedunculated  subperitoneal  myomata;  (2) 
single  intramural  myoma  or  multiple  small  myomata  which 
can  be  shelled  out  without  permanently  injuring  the  uterus 
so  much  as  to  prevent  the  possibility  of  future  pregnancies. 
{Note. — The  age  of  the  patient,  therefore,  will  have  an 
important  bearing.) 

(D)  Eequisites  : as  for  supra- vaginal  hysterectomy. 

(E)  Operative  Details:  (1)  the  patient  is  prepared  and 
(2)  the  abdomen  opened  in  the  usual  way ; (3)  the  tumour,  if 
pedunculated,  is  drawn  out  through  the  incision,  or,  if  it  be 
sessile  or  intramural,  the  whole  uterus  is  drawn  into  the 
wound  ; (4)  in  the  former  case,  the  pedicle  is  transfixed  with 
a double  silk  ligature  and  tied  in  two  parts,  the  tumour  then 
being  removed ; (5)  in  the  latter  case,  the  broad  ligaments 
are  firmly  grasped  by  an  assistant  to  check  the  blood  supply, 
and  the  myoma  is  excised  by  a wedge-shaped  incision  or 
shelled  out  of  its  bed,  and  the  edges  of  the  incision  or  the 
walls  of  the  cavity  brought  together  by  deeply  inserted  and 
interrupted  silk  sutures  and  superficial  catgut  ones ; (6)  care 
must  be  taken  not  to  open  into  the  uterine  cavity;  (7)  the 
peritoneal  toilette  and  the  closure  of  the  abdominal  wound 
are  performed  as  already  described.  {Note. — The  chief  objec- 
tion to  myomectomy  is  the  risk  of  hiemorrhage  from  a vessel 
deep  in  the  incision  or  in  the  wall  of  the  tumour  cavity.) 

X.  Abdominal  Hysteropexy. 

(A)  Definition  : the  fixation  (by  sutures)  of  the  fundus 
of  a prolapsed  or  displaced  uterus  to  the  anterior  abdominal 
wall  in  the  middle  line. 
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(B)  Synonyms  : ventral  hysteropexy  ; ventro-fixation  ; 

ventral  fixation. 

(C)  Eequisites  ; as  for  abdominal  section. 

(D)  Operative  Details:  (1)  the  patient  is  prepared, 

and  (2)  the  abdomen  is  opened  in  the  usual  way  by  a small 
incision  between  the  umbilicus  and  symphysis  pubis ; (3)  the 
uterus  is  separated  from  its  adhesions  (if  such  are  present) 
and  pulled  forward  into  the  wound ; (4)  the  fundus  uteri  is 
then  stitched  into  the  incision  by  catgut  or  silk  sutures 
which  pass  through  the  fascial  and  peritoneal  layers  of  the 
abdominal  wall  and  the  peritoneal  and  superficial  muscular 
coats  of  the  uterus;  (5)  sometimes  the  uterus  is  fixed 
indirectly  to  the  abdominal  wall  by  means  of  silk  sutures 
which  tack  the  broad  ligaments  (and  sometimes  also  the 
round  and  ovarian  ligaments)  to  the  wall ; (6)  the  cutaneous 
part  of  the  incision  is  then  closed  in  the  usual  way  by  sutures 
which  are  removed  later  (tenth  day) ; (7)  the  urine  is  drawn 
off  for  the  first  few  days  by  catheter.  {Note. — Should  the 

patient  become  pregnant  after  ventro-fixation  has  been  success- 
fully performed,  there  is  some  risk  of  abortion  or  difficult 
labour.) 


XI.  G UNEOHYSTBRECTOMY. 

(A)  Definition  ; removal  of  a wedge-shaped  portion  of 
the  uterus  in  order  to  correct  a persistent  anteflexion  or 
retroflexion. 

(B)  Eequisites  : as  for  abdominal  section. 

(C)  Operative  Details:  (1)  the  patient  having  been 
prepared,  (2)  the  abdomen  is  opened  in  the  usual  way  ; (3) 
the  patient  is  now  put  into  the  Trendelenburg  position  and 
the  uterus  drawn  into  the  incision,  adhesions  (if  present) 
having  been  separated ; (4)  a wedge-shaped  piece  of  tissue  is 
removed  from  the  convex  side  of  the  organ  at  the  level  of  the 
flexion,  from  the  posterior  aspect  in  cases  of  anteflexion  and 
from  the  anterior  in  cases  of  retroflexion  of  the  uterus ; 
(0)  care  is  to  be  taken  not  to  incise  so  deeply  as  to  open 
into  the  uterine  cavity  or  to  wound  the  circular  artery ; 
(6)  the  margins  of  the  uterine  incision  are  then  brought 
together  with  interrupted  catgut  sutures,  and  the  uterus 
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allowed  to  fall  back  into  its  normal  position  in  the  abdomen  ; 
(7)  the  peritoneal  toilette  and  (8)  the  closure  of  the 
abdominal  incision  are  performed  in  the  usual  way. 

XII.  Alki  ZANryER-ADAMs'  Opera  tion. 

(A)  Definition  : the  shortening  of  the  round  ligaments 
either  within  the  peritoneal  cavity  or  at  the  external 
abdominal  ring  for  the  cure  of  persistent  retro-displacements 
of  the  uterus.  {Note. — Strictly  speaking,  the  name  “Alexander- 
Adams’  operation”  refers  only  to  the  extra-peritoneal  method.) 

(B)  Eequisites  : for  the  intra-peritoneal  method  the 
requisites  are  the  same  as  for  an  abdominal  section ; for  the 
extra- peritoneal  operation  only  a knife,  half  a dozen  catch 
forceps,  a pair  of  dissecting  forceps,  a needle-holder,  a hooked 
director,  curved  needles,  and  sutures  (silk  and  catgut)  are 
required. 

(C)  Operative  Methods:  (1)  in  the  intra-peritoneal 

method — {a)  the  abdomen  is  opened  in  the  usual  way  ; (&) 
uterine  adhesions  are  separated ; (c)  one  round  ligament  is 
seized  and  drawn  forward ; {d)  the  portion  of  it  near  the 
uterus  is  freshened  (scraped  with  the  knife)  and  has  a kink 
put  on  it,  rendered  permanent  by  catgut  sutures ; (e)  the 
other  round  ligament  is  treated  in  the  same  way ; (/)  the 
abdomen  is  then  closed  in  the  usual  way — {Note. — This 
operation  is  generally  combined  with  some  other  intra- 
peritoneal  procedure,  such  as  ventro-fixation ; it  may  also  be 
performed  through  the  vaginal  vault) : (2)  in  the  extra- 

peritoneal  method — {a)  an  incision,  about  two  inches  long, 
is  made  above  the  pubic  spine  through  the  skin  and  sub- 
cutaneous fat  down  to  the  external  abdominal  ring ; (b)  the 
round  ligament,  lying  under  the  genital  branch  of  the  genito- 
crural  nerve,  is  drawn  out  by  passing  a hooked  director 
under  it ; (c)  this  procedure  is  repeated  on  the  opposite 
side  of  the  body ; {d)  an  assistant  now  swings  the  uterus 
forward  by  means  of  the  sound ; (e)  the  ligaments  are  now 
drawn  out  for  three  or  four  inches  and  sutured  by  silk  to 
the  aponeurosis  of  the  external  oblique,  and  the  superfluous 
portion  of  each  is  cut  off ; (/)  the  external  ring  is  closed 
with  a catgut  suture ; and  {g)  the  cutaneous  incision  is 
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brought  together  by  interrupted  silkworm-gut  sutures — {Note. 
— If  the  ligament  cannot  be  found  at  the  ring,  it  may  be 
necessary  to  split  open  the  inguinal  canal) ; (3)  in  both 
operations,  a pessary  should  be  worn  for  some  months. 

XIII.  Vaginal  Ovariotomy. 

(A)  Definition  : the  removal  by  the  vaginal  route  of 
small  ovarian  tumours  (cystic  or  solid),  which  are  not 
adherent. 

(B)  Eequisites  : (1)  vaginal  retractors,  posterior,  anterior, 

and  two  lateral ; (2)  volsellm  (two) ; (3)  long-handled 
scissors  (two  pairs,  straight  and  curved)  and  dissecting 
forceps;  (4)  catch  forceps  (six);  (5)  bladder  sound;  (6) 
Doyen’s  ovarian  extraction  forceps ; (7)  needle  - holder ; 

(8)  pedicle  needle;  (9)  curved  needles  and  sutures;  (10) 
pledgets  and  pledget-holders;  (11)  and  anaesthetics,  etc. 
{vide  General  Technique,  p.  240). 

(C)  Operative  Details:  (1)  the  patient,  having  been 
prepared  by  vaginal  douching,  etc.,  is  (2)  placed  in  the 
lithotomy  position ; (3)  a posterior  vaginal  retractor  (Simon’s 
or  Sims’  speculum)  is  passed ; the  cervix  is  drawn  downwards 
and  forwards  by  volsellEe,  and  the  posterior  fornix  of  the 
vagina  is  exposed ; (4)  a transverse  incision,  1 inch  long, 
is  made  through  the  mucous  membrane  of  the  fornix, 
the  connective  tissue  beneath  is  snipped  through  with 
scissors,  and  the  peritoneal  cavity  opened  into ; (5)  the 
edges  of  the  incision  are  fixed  by  catch  forceps ; (6)  the 
cyst  is  now  palpated  with  the  finger,  and,  if  free  from 
adhesions,  is  tapped ; (7)  it  is  drawn  down  through  the 
incision  with  forceps ; (8)  its  pedicle  is  ligatured  with  silk  in 
the  usual  way,  and  the  cyst  is  removed ; (9)  the  pedicle  is 
returned  to  the  peritoneal  cavity;  (10)  the  vaginal  incision 
is  closed  with  silkworm-gut  sutures;  (11)  the  vagina  is 
loosely  packed  with  iodoform  gauze;  (12)  the  stitches  may 
be  taken  out  on  the  eighth  or  ninth  day;  and  (13)  the 
patient  may  rise  on  the  tenth  or  twelfth,  and  leave  hospital 
in  the  beginning  of  the  third  week. 

{Note. — The  advantages  over  the  abdominal  method  are 
less  shock,  a shorter  convalescence,  and  no  abdominal  cicatrix  ; 
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but  the  suitable  cases  are  limited  in  number,  and  the  presence 
of  adhesions  may  be  the  cause  of  htemorrhage,  which  is  with 
difficulty  controlled.) 

XIV.  Vaginal  Hysterectomy. 

(A)  Definition  : the  removal  of  the  uterus  by  the 

vaginal  route. 

(B)  Eequisites  : (1)  anaesthetic,  etc.  {vide  General 

Technique,  p.  240);  (2)  vaginal  retractors,  posterior,  anterior, 
and  lateral ; (3)  volsellae  (four  or  six) ; (4)  knife ; (5)  long- 
bladed  scissors;  (6)  catch  forceps  (twelve);  (7)  dissecting 
forceps ; (8)  Doyen’s  clamps  (six) ; (9)  needle-holder  and 
pedicle  needles  ; (10)  pledgets  and  pledget-holders  ; (11)  sound 
for  bladder;  (12)  curette  for  preliminary  scraping  of  cervix 
(in  cancer);  (13)  curved  needles  ; (14)  sutures. 

(C)  Indications:  (1)  malignant  tumours  of  the  uterus, 

e.g.  cancer  of  the  cervix  and  sarcoma  of  the  body  in  the  early 

stage ; (2)  a few  cases  of  fibromyoma  of  the  uterus ; (3)  some 

cases  of  irreducible  inversion ; (4)  some  cases  of  prolapsus 
uteri;. (5)  chronic  cases  of  suppurative  states  of  the  tubes 
and  ovaries  with  exacerbations. 

(D)  Opeeative  Methods  and  Details  ; 

(1)  Clamp  method:  {a)  the  patient  is  prepared  in  the 
usual  way,  the  vagina  is  douched,  and  a preliminary  curettage 
of  the  cervix  is  carried  out  (if  the  indication  be  cervical 
cancer) ; (5)  the  cervix  is  exposed  (by  vaginal  retractors), 
seized  with  two  strong  volsellae  or  by  means  of  strong  sutures 
passed  through  it,  and  dragged  down  towards  the  vulva ; (c) 
a circular  incision,  surrounding  the  cervix,  is  made  through 
the  mucous  membrane  of  the  vaginal  vault ; {d)  the  pouch  of 
Douglas  is  opened  into  by  means  of  the  scissors  and  the 
finger,  and  the  state  of  the  pelvic  organs  is  accurately  ascer- 
tained by  means  of  the  finger  passed  in  through  the  opening ; 
(e)  with  great  care  the  anterior  pouch  of  peritoneum  is  also 
opened  into  through  the  anterior  vaginal  fornix,  the  bladder 
being  pushed  forward  by  the  finger,  and  scarcely  any  actual 
cutting  being  done ; (/)  the  uterus  is  now  drawn  further 
downwards  by  the  volsellae  (or  the  sutures)  attached  to  the 
cervix,  and  sometimes  the  cervix  is  split  anteriorly  in  the 
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middle  line  to  permit  of  a new  grip  being  taken  of  it  with 
volsellce  higher  up ; (g)  the  broad  ligaments  are  thus  exposed, 
and  should  be  secured  by  a series  of  clamps  or  compression- 
forceps  {e.g.  Doyen’s)  beginning  with  the  base  of  the  ligament 
and  passing  upwards  (or  the  uterine  fundus  may  now  be 
drawn  down  into  the  vaginal  incision  and  the  clamps  applied 
to  the  broad  ligaments,  beginning  with  their  upper  borders)  ; 
(h)  three  pairs  of  clamps  being  in  position,  the  uterus  may  be 
cut  away ; (i)  the  clamps  are  brought  into  the  axis  of  the 
vagina  and  are  loosely  surrounded  by  iodoform  gauze  to  keep 
them  in  position ; (/)  a morphia  suppository  is  given  on 
account  of  the  pain  which  follows,  and  the  catheter  will  be 
required  to  draw  off  the  urine ; (Jc)  the  clamps  may  be  removed 
in  from  forty-eight  to  sixty  hours ; (1)  the  iodoform  gauze 
packing  is  renewed  on  the  third  or  fourth  day ; (m)  gentle 
vaginal  douching  may  be  used  about  the  eighth  or  ninth  day; 
(n)  rest  in  bed  for  a month  is  usually  necessary. 

(2)  Suture  method  : stages  (a)  to  (/)  are  the  same  as  when 
the  clamp  method  is  used ; {g)  with  strong  silk  sutures  passed 
by  means  of  a pedicle  needle  the  broad  ligament  -.on  one 
side  is  tied  in  sections  from  below  upwards,  special  care  being 
taken  to  secure  the  section  which  includes  the  uterine  artery; 
(A)  with  scissors  the  tissue  between  the  ligatures  and  the 
uterus  is  divided  (close  to  the  uterus) ; {%)  the  same  process 
is  repeated  with  the  opposite  broad  ligament,  but  with  greater 
ease  on  account  of  the  freedom  of  the  uterus ; (y)  the  vaginal 
vault  may  now  be  closed  with  a continuous  catgut  suture,  or 
the  ligatures,  left  long,  may  be  allowed  to  hang  free  in  the 
vagina,  which  is  loosely  packed  with  iodoform  gauze ; {k)  in 
the  latter  case  the  ligatures  come  away  in  three  or  four  weeks, 
at  the  end  of  which  time  the  patient  is  convalescent.  {Note. — 
The  clamp  method  requires  less  time  and  possibly  less  skill,' 
but  it  is  accompanied  by  much  suffering,  and  there  is  the  risk 
of  haemorrhage  from  slipping  of  the  instruments ; the  suture 
method  takes  longer,  but  is  more  secure,  and  the  pain  following 
it  is  not  so  great.) 

XV.  COLPOTOMY. 

A.  Definition  : the  opening  of  the  peritoneal  cavity 
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through  the  anterior  vaginal  fornix  (anterior  colpotomy)  or 
through  the  posterior  fornix  (posterior  colpotomy). 

(B)  Synonyms  : vaginal  section  ; vaginal  coeliotomy. 
{Note. — Vaginal  ovariotomy,  vaginal  hysterectomy,  and 
vaginal  hysteropexy  are  special  forms  of  colpotomy.) 

(C)  Indications:  (1)  some  cases  of  malignant  tumour  of 
the  uterus  {vide  Vaginal  Hysteeectomy)  ; (2)  some  cases  of 
small  fibro-myomata  of  the  uterus  ; (3)  small  cysts  of  the 
ovaries  and  tubes  {vide  Vaginal  Ovariotomy);  (4)  hysteropexy 
(rare) ; (5)  ovarian  resection,  salpingotomy,  salpingectomy, 
and  shortening  the  round  ligaments  (exceptional) ; (6) 
drainage  of  pelvic  abscesses ; (7)  some  cases  of  inversion  of 
the  uterus.  {Note. — Colpotomy  is  to  be  preferred  to  abdominal 
section  only  v^hen  the  vagina  is  roomy  {e.g.  in  multipar£e), 
when  the  pelvic  organs  are  not  adherent,  and  when,  therefore, 
the  uterus  and  annexa  can  be  drawn  down  in  the  vagina.) 

(D)  Eequisites  : same  as  for  vaginal  ovariotomy  {g.v. 
p.  257). 

(E)  Operative  Methods  : 

(1)  Anterior  colpotomy : {a)  the  patient  having  been 
prepared  and  anaesthetised  is  placed  in  the  lithotomy  position ; 
(6)  the  cervix  is  exposed  with  vaginal  retractors ; (c)  it  is 
drawn  downwards  and  backwards  with  two  volsellae ; {d)  a 
sound  is  passed  into  the  bladder  to  indicate  its  position  and 
relations ; {e)  the  vaginal  mucous  membrane  of  the  anterior 
fornix  is  put  on  the  stretch  by  two  pairs  of  catch  forceps;  (/) 
a vertical  incision  (joined  by  a short  transverse  one)  is  made 
through  the  vaginal  mucosa,  which  is  then  reflected  for  a short 
distance ; {g)  with  the  finger  or  the  handle  of  the  knife 
(pressed  against  the  cervix)  the  bladder  is  pushed  upward  and 
forward ; {h)  when  the  peritoneum  is  reached,  a fold  of  it  is 
caught  by  means  of  forceps  and  a small  opening  made  into  it 
(with  blunt- pointed  scissors),  which  is  afterwards  enlarged  to 
a size  sufficient  to  allow  the  introduction  of  two  fingers  or 
the  extraction  of  the  tumour,  etc.,  for  which  the  operation  is 
being  performed ; {i)  the  details  now  differ  according  to  the 
special  procedure  which  is  to  be  followed,  e.g.  removal  of 
cystic  ovaries,  fixation  of  uterus,  etc.;  {j)  the  peritoneal 
toilette  is  performed  by  passing  pledgets  on  pledget-holders 
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into  the  cavity  till  they  return  clean  ; (A-)  the  peritoneum  is 
then  closed  by  a continuous  catgut  suture,  and  the  incision 
in  the  vaginal  mucosa  is  treated  in  the  same  way. 

(2)  Posterior  colpotomy : the  procedure  is  very  similar, 
save  that  it  is  the  posterior  vaginal  fornix  which  is  incised 
(by  a transverse  incision),  and  the  pouch  of  Douglas  which 
is  opened  into ; it  is  the  rectum  and  not  the  bladder  of 
which  care  must  be  taken. 

XVI.  Vaginal  Hysteropexy. 

(A)  Definition  : the  fixation  (by  sutures)  of  the  uterus 
to  the  anterior  vaginal  wall  or  bladder,  carried  out  by  the 
vaginal  route. 

(B)  Synonyms  : vaginal  fixation  ; vesico-fixation. 

(C)  Eequisites  : same  as  for  vaginal  ovariotomy. 

(D)  Operative  Details  : (1)  the  first  stages  of  the 
operation  are  those  of  anterior  colpotomy  {q.v.  p.  260);  (2) 
the  retro-displaced  uterus  is  separated  from  the  parts  to 
which  it  is  adherent,  and  brought  forward  into  the  wound  in 
the  vaginal  vault ; (3)  the  peritoneum  covering  it  is  attached 
by  sutures  to  that  over  the  bladder  as  well  as  to  that  at  the 
margins  of  the  incision ; (4)  the  incisions  in  the  peritoneum 
and  in  the  vaginal  vault  are  closed  by  continuous  catgut 
sutures ; (5)  the  after-management  includes  the  drawing  off 
of  the  urine  by  catheter  for  the  first  week,  and  rest  in  bed 
for  three  weeks  or  a month. 

XVII.  COLPEGTOMY. 

The  nature  and  objects  of  this  operation  as  well  as  of 
hystero-colpectomy  (which  is  similar  to  it)  are  sufficiently 
indicated  on  p.  167  ; it  is  rarely  to  be  recommended. 
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Abdomen,  examination  of,  47  ; regions 
of,  48. 

Abdominal  section,  242-246. 

Abdomino- vaginal  examination,  51. 

Abscess,  Bartholinian,  excision  of,  224  ; 
labial,  101  ; opening  of,  78  ; pelvic, 
76. 

Absence  of  Fallopian  tubes,  186  ; 
ovaries,  186  ; uterus,  187  ; vagina, 
189. 

Actinomycosis,  ovarian,  116. 

Adenocarcinoma,  cervical,  125,  126  ; 
ovarian,  119. 

Adenoma,  malignum  uteri,  124  ; 

ovarian,  133,  134,  143  ; tubal,  144  ; 
uterine,  124. 

Affections,  nervous,  genital,  206. 

After-management  of  operations,  238. 

After-treatment,  242. 

Alexander  - Adams’  operation,  167, 
172,  256. 

Allochiria,  208. 

'Amenorrhoea,  44,  200. 

Ampulla  of  tube,  9. 

Amputation  of  cervix,  233  ; clitoris, 
225  ; labial  tumours,  225  ; of  uterus, 
supravaginal,  251. 

Ansesthetic,  administration  of,  237,  241. 

Anamnesis  or  symptomatology,  41,  43. 

Anatomy,  bladder,  20  ; Fallopian  tubes, 
9 ; gynecological,  3,  7 ; pelvic  floor, 
23  ; rectum,  22  ; ureters,  21 ; urethra, 
21  ; uterus,  11-16  ; vagina,  16-18. 

Angeiosarcoma,  ovarian,  120. 

Anoestrum,  definition  of,  30. 

Anomalies,  menstrual,  200. 

Anteflexion,  uterine,  173. 

Anteposition,  uterine,  173. 

Anteversion,  uterine,  173. 

Antistreptococcic  serum,  75,  78. 

Anus,  anatomy  of,  22  ; vulvar,  193. 

Applications,  intra-uterine,  218. 

Arbor  vitae,  13. 

Arteries,  ovarian,  anatomy,  15  ; uterine, 
anatomy,  14 ; vaginal,  anatomy,  15. 

Ascites,  diagnosis,  140. 

Aspiration,  examination  by,  64. 

Assistants  at  operations,  237,  241. 


Astasia- abasia,  208. 

Atmokausis,  92,  150,  221. 

Atresia,  cervical,  189  ; hymeneal,  192  ; 
vaginal,  189,  191  ; vulvar,  191. 

Atrophies,  genital,  194-197  ; post-par- 
turn,  uterine,  195. 

Auscultation  of  abdomen,  48. 

Bartholin,  glands  of,  19  ; excision  of, 
224. 

Bartholinitis,  101. 

Battey’s  operation,  151,  248. 

Bimanual  examination,  51. 

Bladder,  anatomy  of,  20  ; examination 
of,  67 ; inflammation  of,  102 ; in- 
version of,  176;  irrigation  of,  104; 
symptomatology  of,  45. 

Bulb,  ovarian,  8 ; vaginal  or  vestibular, 
19. 

Carcinoma,  ovarian,  119  ; tubal,  120j.; 
uterine,  124,  125  ; vaginal,  130  ; 
vulvar,  131. 

Carunculse  myrtiformes,  19. 

Caruncle,  urethral,  46,  156,  224. 

Case-taking  in  gynecology,  41. 

Catamenia,  26. 

Catheterisation  of  ureters,  68. 

Cauterisation  of  cervix  uteri,  232. 

Cellulitis,  pelvic,  76-78,  140,  149  ; 
utero-sacral,  76,  79. 

Cervicitis,  tubercular,  112. 

Cervix,  adenocarcinoma  of,  125 ; 
amputation  of,  94,  97,  113,  128,  167, 
179,  195,  233  ; anatomy  of,  12 ; 
atresia,  189  ; carcinoma,  125-128  ; 
cauterisation  of,  232  ; conical,  173  ; 
dilatation  of,  64,  94,  150,  174  ; 
division  of,  232 ; endothelioma  of, 
125  ; epithelioma,  125  ; examination 
of,  50  ; fibro-myoma  of,  147  ; hyper- 
trophic elongation,  194 ; incisions 
into,  94,  150,  175 ; laceration  of, 
177  ; operations  on,  232-235  ; parts 
of,  13 ; polypi  of,  removal,  234  ; 
repair  of,  233  ; stenosis,  189  ; 
“ tapiroid,”  194  ; tuberculosis  of, 
112. 
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Chancre,  syphilitic,  115. 

Chancroid,  116. 

Chorioma,  123. 

Chorionepithelioma,  ovarian,  120 ; 
tubal,  121  ; uterine,  122 ; vaginal, 
130. 

Clitoridectomy,  196. 

Clitoris,  amputation  of,  225  ; anatomy 
of,  19  ; hypertrophy  of,  192. 

Cloaca,  persistent,  193. 

Coccygodynia,  206. 

Coccyx,  excision  of,  207. 

Coeliotomy,  243-246 ; vaginal,  260, 
Colpectomy,  167,  261. 

Colpeurynter,  162. 

Colpitis,  98. 

Colpo-hysterope.xy,  172. 
Colpoperineorrhaphy,  227. 
Colporrhaphy,  166,  176,  228. 
Colpotomy,  259-261  ; anterior,  162, 
260  ; posterior,  158,  162,  261. 
Complications  in  abdominal  section, 
245  ; in  ovariotomy,  248. 

Condyloma,  vulvar,  156. 

Corpus  luteum,  formation  of,  35. 
Corpus  uteri,  anatomy  of,  12. 
Cryptomenorrhoea,  45,  200. 
Cuneohysterectomy,  175,  255. 
Curettage,  63,  75,  92,  94,  96,  97,  102, 
112,  113,  114,  122,  124,  128,  150, 

154,  171,  218,  219,  220. 
Cyrtoraeter,  use  of,  49. 

Cystitis,  102. 

Cystocele,  176. 

Cystoma,  ovarian,  132-143. 

Cystoscopy,  67. 

Cysts,  allantoic,  140  ; Bartholinian, 

155,  224 ; dermoid  ovarian,  133, 

135  ; Gartnerian,  133  ; hydatid, 
pelvic,  116,  140 ; hymeneal,  155  ; 
lutein  ovarian,  133 ; mesenteric, 
140  ; migrated,  138;  mucoid  ovarian, 
133  ; omental,  140;  oophoronic,  133; 
ovarian  diagnosis,  149 ; paroo- 
phoronic,  133  ; parovarian,  133,  136  ; 
proliferating  ovarian,  133, 134 ; renal, 
142  ; tubal,  143  ; tubo-ovarian,  133, 

136  ; urachal,  140  ; vaginal,  154  : 
vulvar,  155. 

Deciduoma  malignum,  123,  130. 
Defectus  vaginae,  189. 

Dermoids,  post-rectal,  142. 

Descensus  uteri,  162. 

Diagnosis  by  operation,  68  ; gynecolo- 
gical, 4,  41-68. 

Dilators,  cervical,  64. 

Dicestrum,  definition  of,  30. 

Diseases,  gynecological,  4,  69-209. 
Displacements,  genital,  157. 


Division  of  cervix  uteri,  232. 

Douching,  intra-uterine,  75,  96  ; 

vaginal,  75,  82,  87,  91,  94,  97,  99, 
113,  128,  150,  158,  161,  165,  171, 
174,  202,  213. 

Dressings,  preparation  of,  237,  241. 

Dysmenorrhoea,  45,  201,  202. 

Dyspareunia,  definition  of,  45. 

Dysuria  in  gynecology,  45,  46. 

Ecouvillonage,  96,  219. 

Electricity  in  gynecology,  75,  87,  97, 
150,  201,  236. 

Elephantiasis  vulvae,  196. 

Elythritis,  98. 

Embolism,  causing  death,  246. 

Endocervicitis,  92-94. 

Endometritis,  acute,  89,  90,  91  ; adeno- 
matous, 89  ; atrophic,  90  ; cervical, 
92  ; chronic,  89,  90,  91  ; corporeal, 
88  ; exfoliative,  90 ; fungous,  89  ; 
glandular,  89 ; haemorrhagic,  89  ; 
interstitial,  89  ; polypous,  89 ; 
senile,  91  ; tubercular.  111. 

Endometrium,  anatomy  of,  13,  14. 

Endosalpingitis.  83. 

Endothelioma,  cervical,  125  ; ovarian, 
120  ; uterine,  124. 

Episiorrhaphy,  167,  225. 

Epispadias,  193. 

Epithelioma,  cervical,  125. 

Epoophoron,  anatomy  of,  10,  11. 

Erosions,  cervical,  92. 

Esthiomene,  114. 

Examination,  abdomino- vaginal,  51  ; 
bimanual,  51  ; by  aspiratory  needle, 
64  ; by  curette,  63  ; by  dilators,  64  ; 
by  specula,  54  ; by  tenaculum,  59  ; 
by  uterine  sound,  60  ; by  volsella, 
58  ; of  bladder,  67  ; of  ureters,  67  ; 
of  urethra,  67  ; per  vaginam,  49  ; 
physical,  in  gynecology,  47  ; rectal, 
53  ; recto-abdominal,  51. 

Exohysteropexy,  167. 

Faeces  in  rectum,  diagnosis,  142. 

Fallopian  tubes,  adenoma  of,  144  ; 
anatomy  of,  9 ; carcinoma  of,  120  ; 
chorionepithelioma  of,  121  ; cystoma 
of,  143 ; dermoid  of,  144 ; fibro- 
myoma  of,  144 ; hernia  of,  159  ; 
lipoma  of,  144 ; malformations  of, 
186  ; operations  on,  250  ; papilloma 
of,  143  ; sarcoma  of,  121  ; super- 
numerary, 186  ; tubercle  of,  110. 

Fibroid,  recurrent,  121  ; uterine,  144. 

Fibroma,  vulvar,  156. 

Fibromitis,  150. 

Fibro-myoma,  cervical,  147  ; ovarian, 
132;  tubal,  144;  uterine,  144; 
vaginal,  155  ; vulvar,  156. 
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Fimbria,  ovarian,  7,  9. 

Fistulae,  entero-vaginal,  180  ; recto- 
vaginal, ISO  ; uretero-uterine,  179  ; 
uretero- vaginal,  180,  181  ; urethro- 
vaginal, 180,  181  ; uterine,  179  ; 
vaginal,  180  ; vesico-cervico-vaginal, 
180  ; vesico-uterine,  179  ; vesico- 
vaginal, 104,  180,  229,  230. 

Fixation,  vaginal,  168,  172,  261  ; 

ventral,  255. 

Floor,  pelvic,  anatomy  of,  23 ; segments 
of,  24. 

Follicle,  Graafian,  structure,  33,  34. 

Follicles,  Nabothian.  152. 

Foreign  bodies,  uterine,  179  ; vaginal, 
182- 

Fornices,  vaginal,  17,  50. 

Fossa  navicularis,  19  ; ovarian,  8. 

Fourchette,  anatomy  of,  19. 

Gall  bladder,  distension  of,  142. 

Ganglion,  cervical,  anatomy,  15. 

Gartner,  duct  of,  10. 

Genitals,  external,  anatomy  of,  18. 

Genu-pectoral  position,  25. 

Glands,  mammary,  19  ; vulvo- vaginal, 
19,  101,  224. 

Gonorrhoea,  105. 

Gynecology,  advances,  3 ; anatomy  of, 
3,  7-25  ; ancient,  2 ; definition,  1 ; 
derivation,  1 ; diagnosis,  4,  41-68  ; 
diseases,  4,  69-209  ; historical  sketch, 
2;  major,  1,  240;  minor,  1,  236; 
modern,  2 ; opportunities  of  study,  2 ; 
order  of  study,  3 ; physiology  of, 
3,  26-37  ; place  in  the  curriculum,  1 ; 
place  in  practice,  1 ; synonyms,  1 ; 
therapeutics,  4,  211-261. 

Habit,  menstrual,  27. 

HEematocele,  140,  198. 

Hsematocolpos,  189,  191,  192. 

Hfematoma,  pelvic,  198  ; vulvar,  156. 

HEematometra,  188,  189,  192  ; diag- 
nosis, 142. 

Haematosalpinx,  83,  85,  86,  139. 

Hemorrhage,  secondary,  after  lapar- 
otomy, 245. 

Hemorrhages,  genital,  198. 

Haphalgia,  208. 

Heredity  and  impregnation,  37. 

Hermaphroditism,  192. 

Hernia,  ovarian,  158;  sacro- pubic, 
162  ; tubal,  159  ; ventral,  246. 

Hilum,  ovarian,  7,  8. 

Hydatid  cysts,  hepatic,  142 ; pelvic, 
116. 

Hydatid  of  Morgagni,  10. 

Hydatidiform  mole,  malignant,  123. 

Hydramnios,  diagnosis,  141. 


Hydrocele,  ovarian,  133,  136. 

Hydrometra,  diagnosis,  142. 

Hydrops  tubarum,  84. 

Hydronephrosis,  diagnosis,  142. 

Hydrosalpin-x,  83,  84,  86,  139. 

Hymen,  anatomy  of,  19  ; anomalies, 
193  ; atresia  of,  192  ; cribriformis, 
193  ; imperforate,  192  ; lacerations 
of,  185  ; septus,  193. 

Hyperinvolution,  uterine,  195. 

Hypertrophies,  cervical,  194  ; genital, 
194-197  ; labial,  196  ; vulvar,  196. 

Hypospadias,  192,  193. 

Hysterectomy,  abdominal,  88,  122,  125, 
1-29,  152,  167,  251  ; sub-total,  251  ; 
supravaginal,  251  ; total,  253  ; 
vaginal,  76,  88,  96,  112,  113,  122, 
124,  125,  129,  130,  152,  154,  162, 
258  ; ventral,  251,  253. 

Hysteria,  208. 

Hystero-colpectomy,  167. 

Hysteroma,  144. 

Hysteropexy,  abdominal,  167, 172,  254; 
vaginal,  168,  172,  261  ; ventral,  255. 

Hysteroptosis,  162. 

Hysterotomy,  162, 

Ignipuncture,  cervical  94,  232 ; ova- 
rian, 250. 

Impregnation,  physiology  of,  36,  37. 

Incision,  vaginal,  75,  88,  231. 

Index,  263. 

Infection,  actinomycotic,  116  ; echino- 
coccous,  116  ; gonorrhoeal,  72,  105  ; 
septic,  72,  106  ; specific,  72,  114 ; 
tubercular,  107. 

Infections,  gynecological,  71. 

Infecundity,  205. 

Infertility,  205. 

Inflammations,  gynecological,  71. 

Infundibulum  of  tube,  9. 

Injuries,  vulvar,  183. 

Insemination,  definition  of,  36. 

Inspection  of  abdomen,  47  ; bladder, 
67  ; mammary  glands,  47 ; pudenda, 
49. 

Instruments,  preparation  of,  237,  241. 

Intermenstrual  discharge,  45. 

Invalidism,  chronic,  98. 

Inversion,  uterine,  159  ; vesical,  176. 

Irrigation,  intra-uterine,  216  ; uterine, 
92  ; vesical,  104. 

Isthmus  of  tube,  9. 

Kidney,  cystic,  diagnosis,  142. 

Kidneys,  floating,  142. 

Kobelt,  tubules  of,  10,  11. 

Kolpo-hyperplasia  cystica,  98. 

Kolpokleisis,  182,  230. 

Kraurosis  vulvse,  196. 
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Labia,  hypertrophy  of,  196  ; majora, 
anatomy  of,  18 ; minora,  anatomy 
of,  18  ; tumours  of,  amputation,  225. 

Lacerations,  cervical,  177,  233  ; 

hymeneal,  185  ; perineal,  183  ; 

vaginal,  179 ; vestibular,  185. 

Laparotomy,  243-246. 

Lawson  Tait’s  operation,  88,  151,  248. 

Leiomyoma,  uterine,  144. 

Leueorrhoea,  45,  204. 

Ligaments,  broad,  15,  133,  136  ; 

round,  15 ; shortening  of,  158,  167, 
172,  256  ; utero-sacral,  16  ; shorten- 
ing, 172  ; utero-vesical,  16  ; vesical, 
20. 

Lipoma,  tubal,  144  ; vulvar,  156. 

Lotions,  preparation  of,  237. 

Lupus  vulvas,  114. 

Lutein,  nature  of,  35. 

Lymphangeiosarcoma,  ovarian,  120. 

Malformations,  genital,  186-193. 

Mammary  glands,  anatomy  of,  19  ; 
examination  of,  47. 

Massage,  pelvic,  75,  87,  235. 

Meatus  urinarius,  anatomy  of,  19. 

Menarche,  26. 

Menopause,  31-32  ; premature.  1.^>1. 

Menorrhagia,  causes,  203  ; definition 
of,  45,  203  ; physical  signs,  203  ; 
symptoms,  203  ; treatment,  203. 

Menstruation,  anomalies  of,  200  ; ces- 
sation of,  31 ; comparative  physiology, 
29,  36 ; ectopic,  30 ; habit,  27 ; 
hygiene  of,  30  ; physiology  of,  26  ; 
symptomatology,  28,  44  ; theories  of, 
32,  35  ; type,  27 ; vicarious,  30, 
204. 

Mensuration  of  abdomen,  49. 

Mesometritis,  95. 

Mesometrium,  anatomy  of,  13,  14. 

Mesonephros,  relics  of,  11. 

Mesosalpinx,  9,  16. 

Metoestrum,  definition  of,  30. 

Metritis,  acute,  95  ; chronic,  96. 

Metrorrhagia,  45,  203. 

Mid-pain,  203. 

Mittelschmerz,  definition  of,  45,  79, 
203. 

Monoestrum,  definition  of,  30. 

Mons  veneris,  anatomy  of,  18. 

Morcellation,  151. 

Morgagni,  columns  of,  23  ; hydatid  of, 
10  ; sinuses  of,  23. 

Mucous  patches,  syphilitic,  115. 

Myomectomy,  abdominal,  151,  254 ; 
ventral,  151,  254. 

Myometritis,  96. 

Myxoma,  vulvar,  156. 


Needle,  aspiratory,  64. 

Neoplasms,  genital,  118-156. 

Nephritis,  105. 

Neurasthenia,  98,  208. 

Neuroma,  vulvar,  156. 

Neurosis,  “fatigue,”  208. 

Nymphse,  anatomy  of,  18 ; hyper- 
trophied, amputation  of,  225. 

Nubility,  definition  of,  27. 

Obesity,  diagnosis,  140. 

Obstruction,  intestinal,  after  lapar- 
otomy, 246. 

CEstrus,  definition  of,  29. 

Oligomenorrhoea,  44,  200. 

Oophorectomy,  82,  151,  175,  187,  196, 
248-250. 

Oophoritis,  acute,  81  ; chronic,  81  ; 
syphilitic,  114  ; tubercular,  109. 

Oophorocele,  158. 

Oophoron,  8. 

Operating  room,  preparation,  236,  240. 

Operation,  Emmet’s,  233. 

Operations,  diagnostic,  68 ; prepara- 
tions for,  236,  240. 

Operator,  preparations  by,  237,  241. 

Os,  pinhole,  173. 

Osteoma,  vulvar,  156. 

Ovariotomy,  119,  120,  139,  143,  246- 
248  ; normal,  248  ; vaginal,  257. 

Ovaries,  anatomy  of,  7 ; ignipuncture, 
of,  250  ; malformations  of,  186  ; 
resection  of,  250  : supernumerary, 
186. 

Ovaritis,  80. 

Ovary,  adenoma  of,  133,  134,  143  ; 
carcinoma  of,  119 ; chorionepithe- 
lioma  of,  120 ; cystoma,  132-143  ; 
endothelioma,  120  ; fibro-myoma  of, 
132  ; hernia  of,  158  ; malignant 
tumours,  118  ; prolapse  of,  149,  157  ; 
sarcoma  of,  118  ; tubercle  of,  109. 

Oviducts,  anatomy  of,  9. 

Ovula  Nabothi,  93,  94. 

Ovulation,  physiology  of,  32 ; theories 
of,  35. 

Ovum,  maturation  of,  32,  33  ; migra- 
tion of,  34  ; structure  of,  33. 

Packing,  intra-uterine,  75,  92,  96,  150, 
217  ; vaginal,  99. 

Panhysterectomy,  88,  129,  152,  253. 

Palpation  of  abdomen,  48 ; bladder, 
67  ; mammary  glands,  47. 

Papilloma,  cervical,  153  ; ovarian,  133, 
134  ; tubal,  143, 

Paracolpitis,  79. 

Paracystitis,  79. 

Parametritis,  76. 

Parametritis  chronica  atrophicans,  79. 
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Parametrium,  anatomy  of,  14. 

Paraproctitis,  79. 

Pareunia,  45. 

Paroophoron,  8. 

Parovaria,  anatomy  of,  10,  11. 

Pars  intermedia,  19. 

Patient,  preparation  of,  236,  240. 

Pelvic  floor,  anatomy  of,  23  ; in  genu- 
pectoral  position,  25  ; in  prolapsus 
uteri,  25  ; segments  of,  24. 

Pelvis,  haematocele,  198. 

Percussion  of  abdomen,  48. 

Perimetritis,  71. 

Perimetrium,  anatomy  of,  13,  14. 

Perineorrhaphy,  166,  176,  185,  226, 
227. 

Perineum,  lacerations  of,  183  ; opera- 
tions on,  226-231  ; repair  of,  226, 
227. 

Peri-oophoritis,  71,  80. 

Perisalpingitis,  71,  83, 

Peritonitis,  pelvic,  71,  149  ; tubercular, 
108. 

Pessaries,  94,  97,  150,  158,  165,  166, 
171,  174,  176,  185,  187,  196,  204, 
221 ; intra-uterine,  223  ; medicated, 
100,  217. 

Phantom  tumour,  diagnosis,  141. 

Physiology,  gynecological,  3 ; impregna- 
tion, 36  ; menstruation,  26  ; ovula- 
tion, 32. 

Placentoma,  malignant,  123. 

Plugs,  vaginal,  75,  82,  87,  92,  94,  100, 
128,  150,  158, 171,  174,  202,  204,  215. 

Polyoestrum,  definition  of,  30. 

Polypi,  cervical,  removal  of,  234 ; 
channelled,  152. 

Polypus,  fibroid,  146  ; malignant,  153  ; 
mucous,  152;  placental,  153;  uterine, 
152. 

Position,  genu-pectoral,  25. 

Pregnancy,  extra-uterine,  198  ; molar, 
diagnosis,  141  ; normal,  diagnosis, 
141 ; ovarian,  139  ; spurious,  141  ; 
symptomatology  of,  45  ; tubal,  139, 
149  ; twin,  diagnosis,  141. 

Procedures,  minor  gynecological,  213. 

Procidentia,  uterine,  162,  163. 

Projection,  pelvic  floor,  25. 

Prolapse,  ovarian,  157 ; rectal,  176  ; 
urethral,  operation  for,  224 ; uterine, 
25,  162  ; vaginal,  175. 

Pro-oestrum,  definition  of,  29,  30. 

Pruritus  vulvae,  207. 

Pseudocye.sis,  diagnosis,  141. 

Pseudo-hermaphroditism,  192. 

Puberty,  definition  of,  27. 

Pudenda,  inspection  of,  49  ; malforma- 
tions of,  192. 

Pyometra,  diagnosis,  142. 


Pyosalpinx,  83,  85,  86,  139. 

Recto-abdominal  examination,  51. 

Rectocele,  176. 

Rectum,  anatomy  of,  22. 

Rectum,  examination  of,  53  ; prolapse 
of,  176. 

Reproductive  organs,  anatomy  of,  7-18. 

Resection,  ovarian,  82,  143,  250;  tubal, 

88. 

Retro-displacements,  uterine,  168. 

Retroflexion,  uterine,  168. 

Retroposition,  uterine,  168. 

Retroversion  of  gravid  uterus,  141  ; 
uterine,  168. 

Rhythm,  menstrual,  27. 

Rosenmiiller,  organ  of,  10. 

Rupture,  perineal,  183. 

Sacralgia,  definition  of,  46. 

Sactosalpinx,  84,  85. 

Salpingectomy,  88,  251. 

Salpingitis,  83-87  ; syphilitic,  115  ; 
tubercular,  110. 

Salpingocele,  159. 

Salpingo-oophorectomy,  88,  130,  151, 
248. 

Salpingo-oophorocele,  158. 

Salpingorrhaphy,  251. 

Salpingostomy,  250. 

Salpingotomy,  250. 

Sarcoma,  botryoides,  121  ; choi’io- 
deciduo-cellulare,  123  ; ovarian,  118  ; 
ovular,  123  ; papillare  hydropicum 
cervicis,  121  ; tubal,  121  ; uterine, 
121  ; vaginal,  129  ; vulvar,  131. 

Scarification,  cervical,  94. 

Scheme,  case-taking,  41. 

Section,  abdominal,  88,  109,  111,  116, 
117,  121,  155,  158,  162,  200,  203, 
242-246  ; exploratory,  68  ; vaginal, 
88,  100,  260. 

Sepsis,  106;  after  laparotomy,  245  ; 
puerperal,  95. 

Sex,  determination  of,  37. 

Shock,  after  laparotomy,  245. 

Shortening  of  the  round  ligaments,  256. 

Sismo-therapy,  235. 

Sound,  uterine,  60. 

Speculum,  Cusco’s,  57  ; Neugebauer’s, 
57  ; Sims’,  54  ; spatular,  54  ; tubu- 
lar, 56  ; vaginal,  54  ; valvular,  57. 

Spermatozoa,  ascent  of,  37. 

Spleen,  wandering,  142. 

Stenosis,  cervical,  189  ; vaginal,  190. 

Sterility,  205. 

Stitch-abscesses,  246. 

Storer’s  method  of  rectal  examination, 
53. 

Subinvolution,  uterine,  96,  148. 
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Superinvolution,  uterine,  195. 

Supravaginal  amputation  of  cervix, 
233. 

Symptomatology  in  gynecology,  41,  43. 

Syncytioma  malignum,  123. 

Syndroma  menstrualis,  28. 

Syphilis,  genital,  114  ; ovarian,  114  ; 
tubal,  115 ; uterine,  115 ; vulvar, 
115. 

Taenia  echinococcus,  116. 

Tampons,  vaginal,  215. 

Technique  in  major  gynecology,  240; 
minor  gynecology,  236. 

Tenaculum,  59. 

Tents,  uterine,  65. 

Therapeutics,  gynecological,  4,  211-261. 

Trachelorrhaphy,  94,  167,  179,  233. 

Traumatisms,  genital,  177-185. 

Tubercles,  107. 

Tuberculosis,  cervical,  112  ; genital, 
107  ; ovarian,  109  ; peritoneal,  108  ; 
tubal,  110;  uterine.  111;  vaginal, 
113  ; vulvar,  114. 

Tumours,  benign,  132-156  ; malignant, 
118-132. 

Type,  menstrual,  27. 

“ Ulcers,”  cervical,  93. 

Ureteritis,  105. 

Ureters,  anatomy  of,  21  ; catheterisa- 
tion of,  68  ; examination  of,  67. 

Urethra,  anatomy,  21  ; caruncle  of, 
156,  224 ; examination  of,  67  ; pro- 
lapse of  mucous  membrane  of,  224. 

Urethritis,  104. 

Urethrocele,  176. 

Urine  segregator,  68. 

Uro-genital  sinus,  persistent,  193. 

Uterus,  adenoma  of,  124  ; anatomy  of, 
11-16;  amputation,  supravaginal, 
251 ; ante-displacements  of,  173 ; 
arteries  of,  14  ; atrophy  of,  195  ; 
bicornis,  149,  188  ; biforis,  189  ; car- 
cinoma of,  124  ; chorionepithelioma 
of,  122  ; curettage  of,  218  ; displace- 
ments, diagnosis,  148  ; double,  188  ; 
duplex,  188  ; endothelioma  of,  124  ; 
fibro-myoma,  144-150 ; fistulm  of, 
179  ; foetalis,  187  ; foreign  bodies  in, 
179  ; incudiformis,  189  ; infantilis, 
187  ; inversion  of,  159-161 ; irriga- 
tion of,  '92  ; lateral  displacements  of, 
175  ; ligaments  of,  15  ; malforma- 
tions of,  187  ; membranaceus,  187  ; 


parvicollis,  189  ; planifundalis,  188  ; 
polypus  of,  152  ; prolapse  of,  25, 162- 
165  ; puncture  of,  177 ; retro-dis- 
placements, 168-171;  retroversion  of, 
141 ; rupture  of,  177  ; sarcoma  of, 
121  ; septus,  188  ; solidus,  187 ; 
superinvolution  of,  195  ; torsion, 
axial,  149,  175  ; tuberculosis  of.  111 ; 
vaporisation  of,  221  ; unicornis,  187. 

Vagina,  absence  of,  189  ; anatomy  of, 
16;  atresia  of,  189,  191;  carcinoma 
of,  130;  chorionepithelioma  of,  130; 
cystoma  of,  154  ; examination  of, 
49  ; fibro-myoma,  155  ; fistulse  of, 
180-182;  foreign  bodies  in,  182  ; in- 
cision of,  75,  231 ; lacerations  of,  179 ; 
operations  on,  226-231  ; prolapse  of, 
175  ; sarcoma  of,  129  ; septate,  191  ; 
stenosis  of,  190;  tubercle  of,  113. 

Vaginismus,  46,  206. 

Vaginitis,  98-99  ; tubercular,  113. 

Vagino-fixation,  168. 

Vaporisation  of  the  uterus,  92,  221. 

Varicosities,  vulvar,  156, 

Ventro-fixation,  167,  172,  255. 

Vesico-fixation,  168,  172,  261. 

Vesico-vaginal  fistula,  formation  of, 
230  ; operation  for,  229. 

Vestibule,  anatomy  of,  19  ; lacerations 
of,  185. 

Vibration  treatment,  235. 

Volsella,  58. 

Vulva,  atresia  of,  191  ; carcinoma  of, 
131  ; condyloma  of,  156  ; cystoma 
of,  15.5  ; double,  191  ; elephantiasis 
of,  196  ; fibroma  of,  156  ; fibro- 
myoma  of,  156  ; hsematoma  of,  156  ; 
hypertrophy  of,  196  ; infantile,  191  ; 
injuries  of,  183  ; kraurosis  of,  196  ; 
lipoma  of,  156  ; myxoma  of,  156  ; 
neuroma  of,  156  ; operations  on,  224- 
226  ; osteoma  of,  156  ; pruritus  of, 
207  ; sarcoma  of,  131 ; tuberculosis 
of,  114  ; varicosities,  156. 

Vulvitis,  100. 

Warts,  venereal,  116. 

Weir-Mitchell  treatment,  98,  208,  209. 

Wolffian  duct,  relics  of,  11. 

Xenomenia,  30,  204. 

Zesto-cautery,  92. 

Zestokausis  221. 
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